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HE primary object of this paper is to draw attention to the possi- 

bility of a decidualike response of the endometrium to progesterone 
in the absence of pregnancy and to discuss the clinical importance of 
this in relation to functional uterine bleeding and the diagnosis of extra- 
uterine pregnancy. Is there any theoretical justification for the belief 
that decidua may oceur without pregnaney? According to Robert 
Meyer’s' theory of menstruation, a living ovum is essential to the life 
of the corpus luteum and it, in turn, is responsible for the progestational 
changes in the endometrium. Meyer’s theory then assumes that the 
life of the corpus luteum of pregnaney is dependent upon a living 
fertilized ovum. Such is probably the case in a normally developing 
pregnancy since it has been shown by Ilertig that the fertilized ovum 
puts out ‘‘prolan’’ at a very early date, which, experimentally, pro- 
longs the luteal phase. There is, however, no evidence to show that 
the unfertilized ovum produces ‘‘prolan,’’ and there is experimental 
work to indieate that the luteal phase of the eyele, which corresponds 
to the stage of pseudopregnancy in laboratory animals which do not 
ordinarily have a luteal phase, is not dependent upon the presence of 


ee 


a living ovum. 


*Presented at a meeting of the Chicago Gynecological Society, November 17, 1939. 
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authors as published in their ‘‘ Original Communications. ’’ 
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Recently Zondek? surgically destroyed every ovum in the follicles of rabbits, 
He then injected ‘‘prolan’’ into these animals and brought about luteinization 
of the granulosal cells with a corresponding progestational change in the 
endometrium. Other laboratory experiments indicating the role of the corpus 
luteum in the production of progestational and gestational changes in the 
endometrium without fertilized ova date from the work of Leo Loeb? in 1908 
when he produced deciduomas in guinea pigs by mechanical irritation of the 
endometria four to eight days after ovulation. The role of the ovaries in the 
production of deciduomas was proved by the failure of deciduomas to form jf 
oophorectomy was done before the endometria were irritated. Ancell and Bouin, 
in 1910, mated doe rabbits with vasectomized males and produced pseudo- 
pregnancy with deciduoma formation. Long and Evans® obtained the same result 
by simple mechanical stimulation of the cervix, whereas Shelesnoyak® was success- 
ful in producing deciduomas by electrical stimulation of the cervix. Finally, 
Astwood,* has utilized these facts as a method of assay for progesterone. He 


stimulates the cervices of rats electrically. Four days later, oophorectomy is 
done and progesterone supplied by injections of varying dosage. A comparison 


is then made between the degrees of decidual response in the test animals and 
the control animals which have been electrically stimulated but not oophoree- 
tomized. 


From the above data there can be no doubt of the role of the corpus 
luteum hormone in the production of progestational and decidual 
changes in the endometrium and a fertilized ovum is not essential to 
real decidual change in laboratory animals. 

In the routine study of endometria in our laboratories we have en- 
countered many sections in which there seemed to be an excessive 
action of the corpus luteum hormone with a greater or lesser degree 
of decidua formation and no evidence could be found to indicate that 
the women were pregnant. In the first place, we wish to state that 
no one realizes more than we the difficulty in ruling out the possi- 
bility of pregnancy with absolute certainty. In many of our eases 
we believe pregnancy is unlikely. In a few we believe we have almost 
certainly excluded it. Beside the academic interest in this question 
there is a very practical one in the relation of decidualike changes 
in the endometrium to eetopie pregnancy. We shall discuss this in the 
light of evidence which we shall present. We shall also consider the 
decidualike changes in the endometrium in a nonpregnant virginal 
woman in the presence of a special type of ovarian tumor. 


Case 1.—(Gyn. Path. No. 46962 and 47009.) Patient was a 35-year-old woman 
who had had one spontaneous abortion five years before. The left tube was removed 
two years before. Menses were regular with twenty-eight-day intervals until her 
present illness. Her last regular period occurred April 26. On June 7 she began 
to bleed and bled continuously until the time of admission (twenty-three days). 
Since the onset of bleeding she had had abdominal pain. Pelvic examination showed 
a uterus of normal size and consistency and an adherent right adnexal mass about 
three times the size of an average ovary. Tubal pregnancy was suspected. A 
curettage and posterior colpotomy were done on July 4. No blood was obtained at 
colpotomy. The adherent mass was felt and thought to be inflammatory. An exces- 
sive amount of endometrium was obtained which microscopically showed an early 
decidual picture without chorionic villi (Fig. 1). Because of this and the presence 
of an adnexal mass, a tubal pregnancy was considered likely and a laparotomy was 
done. The left tube was found absent. The right-sided adnexal mass was formed 
by an adherent corpus luteum cyst and tube. Microscopically the cyst wall showed 
marked retrogressive changes (Fig. 1). 
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In this ease approximately six weeks had elapsed since the last 
menstrual period before the onset of bleeding. The additional two 
weeks of progesterone influence had built up the endometrium into 
a decidualike picture. The wall of the corpus luteum cyst showed 
marked retrogression. Since she had been bleeding for twenty- 
seven days at the time of the curettage one must assume retrogression 
of the corpus luteum for at least that period of time. Tubal preg- 
naney was absolutely excluded by laparotomy. Intrauterine preg- 
naney with abortion remains a possibility but since she was still bleed- 
ing at the time of curettage, it is likely that there would have been 
some remnant of the products of conception left in the uterus had 
pregnancy been present. Since none was found in the scrapings ob- 
tained by thorough curettage, we believe the likelihood of pregnancy 


is slight. 





Fig. 1.—A, Compacta showing decidua cells. B, Spongiosa showing early pregnancy- 
like glands. C, Wall of corpus luteum cyst showing retrogressing lutein cells. 


CASE 2.—(U. M. H. 14765.) Patient was a 22-year-old married woman who had 
been bleeding for two weeks. This bleeding was a continuation of her period 
which began on time, and the previous period had been normal. Since the onset 
of the bleeding, there had been some generalized lower abdominal pain but no acute 
pain. The pelvic examination was negative. A curettage was done and very 
abundant endometrium was obtained with no gross evidence of embryonic parts. 
Suspecting a tubal pregnancy, a posterior colpotomy was done and the tubes examined. 
They appeared normal. Friedman test for pregnancy done the next day was nega- 
tive. The curettings showed early decidua without any chorionic villi (Fig. 2). 


In this case we have again absolutely excluded tubal pregnaney 
and the absence of chorionic elements in the curettings is suggestive 
of the absence of an intrauterine pregnancy. This patient had missed 
no periods at the onset of bleeding and the progesterone had had less 
time to act upon the endometrium than in the previous case in which 
the bleeding was preceded by a period of six weeks of amenorrhea. AI- 
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though the endometrial picture shows changes beyond the usual pre. 
menstrual change, the stroma cells are less decidual in type than in 
the previous case. 


> 


CASE 3.—(U. M. H. 17660.) Patient was a 43-year-old married woman whose 
youngest child was 10 years of age. Six months before admission she had bled for 
three weeks. After seven weeks of amenorrhea she bled for three weeks and was 
bleeding at the time of admission. Pelvic examination was negative except for a 
minute fibroid in the wall of a retroverted uterus. <A curettage showed very 
abundant endometrium which the operator thought was probably hyperplasia but 
which microscopically showed early decidua without chorionic villi. 


In this case the endometrium has the appearance of early decidua. 
The picture corresponds to that which one would expect after seven 
weeks of amenorrhea, provided the amenorrhea were due to a pro- 
longed progesterone effect. The only proot against pregnancy is the 
absence of chorionie elements in the tissue obtained by a thorough 





Fig. 2.—A, Secretory glands from spongiosa. Bb, Compacta. 


curettage. This should be significant after seven weeks of amenor- 
rhea for, had pregnancy existed and the patient been bleeding from 
incomplete abortion, the produets of conception should have been 
sufficiently developed to have made it quite difficult to miss some trace 
of them in the curetted material. 

Case 4.—(Gyn. Path. No. 42307.) Patient was a 29-year-old woman who had 
been married nine years without becoming pregnant. Her complaint was sterility. 
She menstruated regularly at twenty-eight-day intervals, A biopsy of the endo- 
metrium was taken on the twenty-fourth day of the eyele. Sections showed an early 
decidualike picture without chorionic villi (Fig. 5). 


The absence of pregnancy for nine years before the biopsy and three 
vears after makes it extremely unlikely that she was pregnant at the 
time the biopsy was taken. The glands were suggestive of the preg- 
naney type and the stroma cells of the compacta were decidedly 
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decidualike. This, we believe, represents simply an exaggerated pre- 
menstrual reaction on the twenty-fourth day of her cycle, possibly due 
to an excess of progesterone rather than a prolonged action. 

CasE 5.—(Gyn. Path. No. 56897.) -atient was a 32-year-old married woman 
who had five children, ranging from 2 to 14 years of age. Her periods had been 
quite irregular for five years with considerable intermenstrual bleeding. She had 
bled three times during March for two days each, beginning on March 20, 25, and 





Fig. 3.—A, Glands. B, Decidualike change in stroma. 





Fig. 4.—A, Secretory glands of early pregnancy type. B, Slight decidualike change in 
the stroma. 


29. She was admitted to the clinie on April 23, complaining of right lower quadrant 
pain. The uterus was adherent, in retroposition and the adnexa were adherent. A 
curettage and laparotomy were done on April 25. The left tube was closed, forming 
a small hydrosalpinx. The right tube was bound down with adhesions but the 
fimbriated end was open. A left salpingectomy and uterine suspension were done. 
The curettings showed an early decidualike picture and no chorionic elements were 
found (Fig. 4). 
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In this case it again would seem that pregnancy is unlikely but 
eannot be absolutely excluded. Tubal pregnancy is ruled out by in- 
spection of the tubes. Intrauterine pregnancy is unlikely since one 
tube was closed in the form of a hydrosalpinx and the other tube was 
bound down with adhesions. Added to this evidence is the absence of 
chorionic elements in the curettings. She had missed no periods but 
had had irregular bleeding on the previous month. If we consider the 
first day of her last bleeding as the onset of her last period, then the 
curettage was done on the twenty-seventh day of her cycle, and we 
may regard the endometrial picture as due to an exaggerated progesta- 
tional effect without prolongation of its action. 





Fig. 5.—A, Glands showing rather marked early pregnancy changes. B, Decidual 
change of the stroma cells is less marked. 


CASE 6.—(Gyn. Path. No. 39763.) Patient was a 48-year-old woman who had had 
two pregnancies, the last twenty years before. Her husband was 78 years old and, 
according to the patient, sexually impotent. Her last regular period occurred on 
June 29. On August 11 she began having a bloody discharge that persisted off and 
on until September 6 when a curettage was done. The uterus contained a few 
very small fibroids but was otherwise normal. Curettings showed an early decidua- 
like picture without chorionic villi (Fig. 5). 


In this case we again have only presumptive evidence against preg- 
nancy, that is, the failure of pregnancy over a twenty-year period, an 
impotent husband, and the absence of chorionic elements in a thor- 
oughly done curettage. Forty-two days had elapsed since her last 
period before the onset of the bleeding. Theoretically, this may be 
regarded as a prolongation of the corpus luteum influence with with- 
drawal of progesterone and subsequent bleeding. 


CASE 7.—(Gyn. Path. No. 47696.) Patient was a 33-year-old woman who had been 
married twice but had never been pregnant. She menstruated last on September 25 
and came to the consultation room on November 10, believing herself to be pregnant. 
Pelvic examination showed a uterus in retroposition but of normal size and con- 
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sistency and normal adnexa. On November 16 she began to bleed and passed an al- 
most complete uterine cast which was saved, carefully examined, and sectioned in 
several blocks. There was definite decidua but no gross or microscopic evidence of 
fetal elements (Fig. 6). Bimanual examination done on November 29 showed uterus 
as before and no evidence of tubal pregnancy. Friedman test done on that date 


was negative. 
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Fig. 7.—A, Marked gestational change in the glands. B, Less marked decidual changes 
in the stroma. 


The absence of any fetal elements in many blocks taken from an 
almost complete decidual east is strong evidence against an intra- 
uterine pregnancy. Close following of this patient subsequently never 
gave the slightest suggestion that a tubal pregnancy existed. Al- 
though intrauterine pregnancy seems very unlikely in this case, the 
case reported by Frank® indicates that an intrauterine pregnancy is 
possible under such conditions. He reported a ease in which an al- 
most complete uterine cast was passed which, on section, showed no 
chorionic elements. The next day a small elliptical mass was passed 
which proved to be the ovum. THe concluded from his experience, 
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however, that a cast without any villi is a rare exception when there 
is an intrauterine pregnancy. 


CASE 6.—(Gyn. Path. No. B 969-39.) Patient was a 31-year-old woman who had 
had two previous pregnancies. She complained of profuse but regular menstruation, 
A curettage was done by a general surgeon. We were unable to learn the time of 
this operation in relation to her last menstrual period, but no periods were missed, 
The day following curettage the patient had a hemorrhage, and the surgeon did a 
hysterectomy. All of the curettings and the uterus were available for study. The 
endometrium showed decidua but no chorionic villi. No evidence of the embrvo 


was found in either the curettings or the uterus (Fig. 7). 


In this case we have only the gross and histologic evidence of no 
pregnancy in either the curetted endometrium or the entire uterus, 
There is still the possibility of complete loss of the fertilized ovum 
at the time of the bleedine following the curettage. 





Fig. 8.—A, Glandular changes are not particularly striking. B, Decidual changes in 
stroma cells are very marked, especially in the proximity of the blood vessels. 


CASE 9.—(B 1055-39.) Patient was a 42-year-old married woman who had had 
but one pregnancy twenty-two years before. She complained of prolonged, profuse 
periods. A general surgeon operated upon her for supposed fibroids which were 
not found at operation. The tubes and ovaries were reported normal. <A hysteree- 
tomy was done and the uterus sent to the laboratory for study. The endometrium 
showed no gross evidence of an embedded ovum and microscopically showed early 


decidua without chorionie villi (Fig. 8). 


Unfortunately for the interpretation of the endometrium we were 
not able to learn the date of the last period prior to hysterectomy. 
Tubal pregnancy was ruled out by inspection of the tubes. The entire 
uterus was available for study. The endometrium had not been 
curetted, and no sign of an implanted ovum was found. We regard 
this as strong evidence against an intrauterine pregnancy, for a 
fertilized ovum of even eleven days is easily visible in the endometrium 
if looked for. 














Ek LINDE AND HENRIKSEN : DECIDUALIKE CHANGES IN ENDOMETRIUM 741 


Case 10.—(B_ 1070-59.) Patient was a 28-year-old woman who had been 
iting regularly at twenty-eight-day intervals for four to five days. Periods 


menstrué 
During the past four months there was a marked 


were always very painful. | 
in profuseness of menstrual flow, and periods had lengthened to eight 
Last period began on schedule, fourteen days before, and continued 
Curettings showed early 


increase 
or ten days. 
until a curettage was done because of continued flow. 
decidualike picture without chorionic villi (Fig. 9). 
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Fig. 10.—A, Gestational glands. B, Marked decidual reaction of stroma cells. 


In this case we have only the absence of chorionic villi in curettings 
to disprove pregnancy, a fact which does not exelude it with cer- 
tainty. However, no periods were missed and we are inclined to 
regard this endometrial picture as simply decidualike change, espe- 
cially in the stroma eells, such as one frequently sees in the late exag- 
gerated premenstrual phase. 

CASE 11.—(A. C.) This case will be reported in a little more detail because we 
believe it illustrates our theme in a most conclusive manner. The patient, a 32-year-old 


woman, had had one child eight years before. Four years previously both tubes 
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were removed for ‘‘pus.’’ In December, 1937, she bled three times for five, four, 
and seven days each. Since then she had bled two to three times each month and 
on admission she had been bleeding profusely for eleven days. Her breasts had been 
tender since December. On pelvic examination on June 21, 1958, the patient was 
found to be bleeding and a soft mass about 4 cm. in diameter was felt on the left. 
Otherwise the pelvic organs felt normal. A suction curettage was done on June 22, 
1938. A large amount of thick edematous tissue was obtained. The microscopic 
examination showed a well-advanced decidua without chorionic villi (Fig. 10). Think. 
ing that the patient must have been mistaken about the bilateral salpingectomy the 
operator felt that there was a pregnancy in the left tube. A laparotomy was done, 
Tubes were found to have been removed. The right ovary was normal in size and 
contained no corpus luteum. The left ovary was 5 em. in diameter and contained a 
blood-filled cyst, which the operator thought was probably a hemorrhagic corpus 
luteum cyst. The uterus only was removed. There was no gross evidence of the 
products of pregnancy in the uterine cavity or microscopic evidence on examination 
of sections from several blocks. The endometrium showed a very well-developed 
decidua, with the characteristic pregnancy glands and large decidua cells. Whether 
this endometrial change is the result of too intensive or too prolonged progesterone 





Fig. 11.—Gross specimen. The microscopic structure is seen in Fig. 12. 


action is impossible to hypotheeate on the basis of the history, but at any rate it 
seems that the absence of tubes plus the absence of any evidence of an ovum in the 
curettings or in the cavity of the removed uterus quite certainly exclude an intra- 
uterine pregnancy. 


And finally, there is a case of a virginal woman in whom we believe 
an ovarian tumor was responsible for a decidualike change in the 
endometrium. 


Case 12.—A 48-year-old unmarried woman was admitted as an emergency on 
July 3, 1938, because of difficulty in breathing. She gave a history of swelling of the 
abdomen of two weeks’ duration with generalized abdominal pain and backache, For 
several months she had noted some suprapubic pain, especially when her bladder 
was full. Her menses were regular until three years before. She then began 
bleeding almost constantly, but for the past six months before admission there 
had been no periods or bleeding of any kind. 

Abdominal and pelvic examination revealed a large ovarian tumor. The 
vaginal outlet unquestionably was virginal. Laparotomy revealed free straw- 
colored fluid in the abdomen. The pelvis was filled with a partially solid, partially 
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eystie ovarian tumor arising from the right ovary. The left ovary was very small 
and otherwise normal. The uterus was slightly enlarged due to several small 
fibroids. A hysterectomy and bilateral salpingo-oophorectomy were performed. 
The tumor mass, which was composed of solid and cystic portions, was partially 
collapsed due to rupture of some of the cystic parts. It measured 19 em. in 
diameter (Fig. 11). The unruptured cystic parts were filled with a clear brownish 
fluid. Projecting into the cystic cavities were irregular masses of friable yellow- 
| ish tissue. The solid portion of the tumor varied between yellow and pink in 








Fig. 12.—Section of granulosal tumor. The general architecture corresponds to that 
of Lecéne’s ‘‘folliculome lipidique.’’ 














Fig. 13.—A, Low power of endometrium, showing very heavy compacta layer. 
Glands are sparse and only a few show secretory change. B, High power of section 
taken near the surface showing very marked decidualike changes of the stroma cells. 


color. Microscopically, the general architecture of the tumor cells was similar to 
that of a granulosal cell tumor. Many of the cells were larger and contained more 
cytoplasm than the usual granulosal cells and suggested lutein cells in their ap- 
pearance (Fig. 12). The endometrium was considerably thickened and composed 
of a solid mass of large clear cells, resembling well-developed decidual stroma cells 
(Fig. 13). <A few slitlike glands are seen crossing the compacta here and there. 
There was no appreciable spongiosa, most of the glands lying in the basalis. Many 
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of these glands were of the typical basalis type, showing no premenstrual or preg- 
nancy changes, but a few showed a little serration, only slightly resembling progesta- 
tional glands. 

The tumor apparently belongs to one of the subdivisions of the granulosa] 
cell group in which the tumor has taken on a lutein-like character. The miecro- 
scopic picture corresponds to that of the tumor described by Lecéne9 as 
‘¢folliculome lipidique.’’ We believe that the component cells represent matura- 
tion of the granulosal cells of the tumor, corresponding to that noted by Traut 
and Butterworth? in their experimentally produced granulosal cell tumors in miee. 
The history of almost continual bleeding for three vears followed by six months 
of amenorrhea bears out this conception. Our theoretical assumption is that 
during the time of bleeding the tumor was of a typical granulosal cell nature, 


later maturing to the lutein type, producing progesterone and amenorrhea, 


The literature of the past decade is filled with reports of granulosal 
cell tumors associated with endometrial hyperplasia. The belief that 
these tumors produce estrin is evident not only from the hyperplasia 
effect on the endometrium but also from the fact that implants of 
them have been shown to produce estrus in spayed laboratory animals. 
But when one searches the literature for authentic reports of the 
effect of these lutein-like tumors upon the endometrium, there is a 
paucity of exact observations. One sees mention of decidual changes 
in the endometrium associated with these tumors but accurate de- 
scriptions and photomicrographs are rare. 


Benda and Kraus!!! report the case of a 38-year-old woman with a luteinized 
granulosal cell tumor who had amenorrhea for two vears. On removal of the 
tumor she bled three days later, as is so frequently observed after removal of a 
corpus luteum. No curettage was done, however, and hence we have no knowledge 
of the histology of the endometrium. Dworzak12 reported a case of a granulosal 
cell tumor in a 52-vear-old woman who had menstruated regularly until two vears 
prior to operation. Since that time there had been periods of amenorrhea of two 
to three months, alternating with bleeding spells of a day or two. Six 
days after removal of the tumor a membrane was passed per vaginam which 
grossly resembled a decidual cast. On section it showed decidual cells but the 
glands were not typical of pregnancy. The photomicrograph in the article shows 
an endometrial picture very similar to that of our case. 


We believe that cases such as Dworzak’s and ours are important, 
in that they strongly suggest progesterone secretion in this form of 
eranulosal cell tumor and constitute one more link in our knowledge 
about tumors with hormonal activity. They also, in a general way, 
substantiate the general theme of this paper that decidua formation 
is possible without a fertilized ovun. 


DISCUSSION 


We have described several cases of decidual reaction in the endo- 
metrium in which pregnaney seems quite improbable and two eases in 
which it seems practically certainly ruled out. In one of these, there 
was a type of granulosal cell tumor which we believe was responsible 
for the decidual change in the stroma cells. In the other, the tubes 
had been previously removed and neither the curettings nor ihe re- 


moved uterus showed any ovum. With the exception of the one with 
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the granulosal cell tumor, all of the patients in this series were married. 
This may be a significant fact in attempting to explain the presence 
of decidua. One must consider the possibility of the very early death 
of a fertilized ovum with absorption in the tube or expulsion from the 
uterus. Robert Meyer’ apparently had this possibility in mind when, 
in considering similar cases, he wrote of ‘‘Schwangerschaft okkulta.’’ 
However, in careful and complete sectioning of the uterus and tubes, 
he was unable to demonstrate any trace of an embrvo. In the eases 
with very early decidual changes, there remains the possibility of the 
fertilized ovum being completely absorbed in the tube or completely 
expelled from the uterus. In our cases in which a previous bilateral 
salpingectomy had been done, the possibility of an intrauterine preg- 
naney is extremely remote. The decidua was well advanced in its 
development and, if one admits the remote possibility of pregnancy in 
the absence of tubes, the fertilized ovum would have to be developed to 
a corresponding degree. If such an embryo had been aborted and the 
patient ’s bleeding was dependent upon the abortion some trace of the 
fetal elements would almost certainly have been found in the curettings 
or the removed uterus. 

Another theoretical explanation of the presence of decidua without 
pregnaney might lie in the wide variation in the amount of progesterone 
secreted. I shall not attempt to theorize on the underlying factors con- 
cerned in this variation. That there is a great variation in the amount 
of progesterone secreted in normal women is suggested by the variation 
in the amount of pregnanediol glucuronidate eliminated in the urine 
of different women. Browne and Vennine' concluded from their studies 
of the exeretion of pregnanediol during the menstrual evele that, ‘‘ There 
apparently can exist all stages of activity of the corpus luteum and no 
doubt there may be considerable variation in the same person if suf- 
ficient evcles were followed.’’ If the pregnanediol excretion is a true 
index of progesterone activity, one can readily understand an oceasional 
exeessive progestational or decidual change in the endometrium without 
pregnancy. 

Several of the women in this series were bleeding, and it was for that 
reason that they were ecuretted. The question of the relation of this 
endometrial picture to functional bleeding is worthy of consideration. 
So much has been written about funetional bleeding associated with 
endometrial hyperplasia that many have come to look upon the two eon- 
ditions as almost synonymous. This, of course, is not true. In a series 
of bleeding cases studied in our laboratory Jones!? found seeretory 
endometrium in 17 per cent of the cases. In such cases we must assume 
some degree of corpus luteum activity. In considering the eases reported 
in our present series, the endometrial picture indicates either excessive 
or prolonged luteal action, and there is the possibility of prolonged 
bleeding resulting from degeneration of the corpus luteum with gradual 
withdrawal of progesterone from the endometrium which first had been 
built up to decidua by an excess of it. Halban'® first called attention to 
the clinical pieture of corpus luteum eysts resembling that of ectopic 
pregnaney with a period of amenorrhea followed by a period of bleeding. 
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Such a picture was presented in some of our cases, some with and some 
without evidence of lutein cyst formation, and it raises the question of a 
similar prolonged activity of a noneystic corpus luteum. At any rate 
these cases suggest the possibility of a form of functional uterine bleed. 
ing associated with excessive luteal activity followed by a withdrawal 
of progesterone rather than abnormal estrogen effect as is generally 
believed to be the ease in endometrial hyperplasia. 


The relation of the above considerations to the interpretation of the 
endometrial picture associated with ectopic pregnancy is of considerable 
practical importance. Curettage is often of great value in the diagnosis 
of tubal pregnancy, but the microscopic picture must be interpreted 
correctly if it is to be of value. If subsequent observations bear out the 
contentions of this paper that decidualike endometrium may exist with- 
out pregnancy, within or without the uterus, then the interpretation of 
the curettings becomes more difficult than we previously believed. 





Fig. 14.—A, Early embryo found in tube. B, Endometrium from same case showing 
late interval secretory glands and absolutely no decidual change in the stroma. 


We have always taught that the absence of chorionic villi in the 
decidual tissue obtained by thorough curettage is strong evidence against 
a uterine pregnancy. That it is not absolute evidence, however, is 
proved by the case which one of us reported in 1934.17 Endometrium, 
obtained by a thorough curettage, showed a typical late premenstrual, or 
possibly early decidual pattern, but no chorionic elements were found. 
Without further coitus, the patient found herself pregnant after the 
curettage. Three months later a therapeutic abortion was done because 
of repeated, profuse hemorrhages. <A live fetus was obtained which, 
according to Streeter, was of such age that it must have been present at 
the time the curettage was done. In spite of such rare cases, however, 
we still believe that curettings without any chorionic villi are rare in the 
presence of even very early pregnancy or uterine abortion. 
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It is now generally recognized that curettings may or may not show 
decidua-like changes in the presence of ectopic pregnancy and that 
the chances of obtaining decidua gradually lessen as the length of time 
of uterine bleeding increases. The combined statistics of Sampson, Geist 
and Matas, Moritz and Douglas, Boerner, Siddall'* and Jarvis show an 
incidence of 72.1 per cent decidua in curettings in which the bleeding 





15.—A, Endometrium of the postmenstrual type with surface epithelium intact. 


Fig. 
. B, Hyalinized villi in the tube of the same case. 





Fig. 16.—A, Endometrium glands of the postmenstrual type with surface epithelium 
intact. B, Old hyalinized chorionic villi found in the tube of the same case. 


had existed for one week or less, and an incidence of 17.8 per cent in 
eases in which the bleeding had been present for more than twenty-nine 
days. Siddall and Jarvis found decidua in all of their cases in which 
the bleeding was of less than ten days’ duration. That this is not uni- 
versally true, however, is shown by our Case 45,976 in which a tube 
containing an unruptured, and apparently living, very early embryo was 
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removed at the time a hysterectomy was done. The embryo, according to 
Streeter, was approximately seventeen or eighteen days old (Fig. 14), 
The endometrium was intact, the glands showing a late interval or early 
premenstrual pattern, and the stroma cells showing not even the slightest 
decidual change (Fig. 14). Had a curettage been done one would not 
have had the slightest reason to suspect pregnaney. 

The absence of decidua after the death of the tubal pregnancy is 
readily explained on physiologic grounds. The fetus dies; the corpus 
luteum degenerates; progesterone is withdrawn from the circulation: 
and the decidua is shed either in small fragments or as a cast. With 
the hormonal influence of the corpus luteum and the chorionie¢ villi with- 
drawn, the endometrium may again resume regular evelic changes. Two 
of our eases illustrate this. 

In the first (Gyn. Path. No. 46690), the patient had been ill in bed 
six weeks before admission, with abdominal cramps. She had bled every 
two weeks sinee. There was a large fixed tender mass in the right side 
of the pelvis. A hysterectomy and right salpingo-oophorectomy were 
done. The section of the tube showed markedly hyalinized chorionic 
villi. The endometrium had an intact surface and the glands were of the 
postmenstrual type (Fig. 15). 

In the second case (Gyn. Path. No. 44733), the patient had missed 
her September period and spotted through October with cramplike 
lower abdominal pain. She had no period in November, bled ten days 
in December, and failed to menstruate in January. She began what 
appeared to be a normal period on March 18 and was operated upon nine 
days later. The uterus and both tubes were removed. The endometrial 
surface was intact and the pattern of the postmenstrual type as one 
would expect on the ninth day of the menstrual evele (Fig. 16). 

Summarizing the possibilities of the endometrial picture in its relation 
to tubal pregnaney, one may say the following: 

1. In tubal pregnaney there is frequently decidua without chorionie 
villi. The shorter the period of bleeding preceding the curettage, the 
more likely one is to encounter this picture. 

2. In very early tubal pregnancy there may be no decidual change 
and the endometrium may not have advanced bevond the late interval 
or early premenstrual stage. 

3. In an old tubal pregnaney with degenerated chorionic elements, 
the endometrial cycle may proceed normally after the decidua has been 
cast off. 

4. The absence of chorionic elements in curettings showing decidua 
does not absolutely exclude intrauterine pregnancy or abortion, even 
though the curettage is apparently thoroughly done. 

5. Excessive progestational effect with decidualike changes in the 
endometrium may be found in cases in which pregnancy, intra- or extra- 
uterine, may be ruled out with reasonable certainty. 

6. Since the elinical evidence and varied endometrial picture may 
leave the diagnosis of an ectopic pregnancy uncertain in some eases, 
we believe exploration through the posterior vaginal vault is a valuable 
procedure and should be resorted to rather than leave the diagnosis un- 
certain or perform a Japarotomy on insufficient evidence. 
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SALT-POOR DIET AND ITS EFFECT ON LABOR 
ERNEST EK. Waptow, M.D., St. JoserH, Mo. 


HE relief of the pain and the lessening of the duration of labor are 

two of the greatest demands made on the obstetrician today, and 
they are far more important, in the minds of many laymen, than any 
amount of careful supervision of pregnaney and labor by a conscientious 
practitioner. 

The demand for short and painless labors has led to the adoption of 
various procedures that are not all entirely without danger, such as 
routine version and extraction under anesthesia immediately after ¢om- 
plete dilatation of the cervix; the use of pituitrin to hasten the latter 
part of labor; the excessive use of sedatives; the routine early use of 
forceps to terminate labor, ete. In the hands of experts any of these 
procedures can be used in most cases with good results, but in general 
use all of them present very definite dangers. 

The search for the ideal method of relieving the suffering of child- 
birth has been in progress for many years, with a great numver of prep- 
arations being brought forth to enjoy a short period of popularity, 
later to be replaced by something new. Still the ideal preparation has 
not been found. 

In this paper it is not my purpose to advocate any new operative 
procedure to shorten labor, nor any new drug to lessen the pain of 
labor. I do, however, wish to report my results obtained in a series of 
70 cases following the use of a procedure which does not employ any 
drug nor mechanical interference with labor, but which, I believe, does 
definitely shorten the duration of labor, and in a certain number of 
cases greatly lessens the severity of the labor pains. It is based on 
physiologic principles and consists simply of imposing upon the ex- 
pectant mother a diet poor in salt during the last weeks of pregnancy. 

Knowing the beneficial effect of a salt-free diet in toxemias of preg- 
naney, and the relative ease of labor of many patients who had been 
so treated for toxemia, I became interested in the possinie benefit that 
might be derived by putting normal patients on a salt-poor diet during 
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the last few weeks. In the course of six months I became aware that 
I was having an unusually large number of short labors, which I could 
attribute only to the salt-poor diet. I then began a tabulation of the 
length of labors, the results of which I am reporting in this paper, 

At first it was rather difficult to get patients to submit to a salt-poor 
diet, because it did not appeal to their appetite, and I could give them 
little in the way of a definite statement of its value. After a number 
of eases had accumulated, however, I felt confident to tell patients it 
would definitely shorten their labor, and few patients objected to their 
food not being well seasoned with that end in view. A little later pa- 
tients began asking when they would have to quit eating salt, as they 
had heard of tne treatment and results through some of their friends 
or acquaintances. 

These 70 cases include 45 primiparas and 25 multiparas. For the 
sake of comparison I have also tabulated the duration of labor of 100 
consecutive normal primiparas and 100 normal multiparas in the Mis. 
souri Methodist Hospital during the time the salt-poor diet was under 
observation. Ineluded in the 70 were 13 eases of abnormal labors, and 
I have also included the similar abnormal cases occurring in the hos- 
pital during the same period wherein no special diet had been used, 
There were 15 in this group. 


TABLE I. DwuRATION of LABOR, NORMAL CASES 





PRI MIPARAS ~ MULTIPARAS 

















NO. OF | DURATION OF NO. OF | DURATION OF 
CASES LABOR CASES | LABOR 
Sen) NN SS 0's eS) (amen meee pereeine D a 
With salt 100 13.08 hr. 100 7.89 hr. 
Without salt 34 6.58 hr. 23 230 hr. 





Table I shows a summary of the results obtained in the normal eases, 
compared with the control series. In each of these groups the patients 
were regarded as normal at the time of labor, no fetal-pelvie dispro- 
portion, no abnormal presentation or position of fetus, and without 
marked evidence of toxemia or renal disease. 


The duration of labors of the 34 primiparas who had been on a salt-poor diet 
ranged from 2.5 to 12 hours, with an average of 6.58 hours. The range of duration 
of labor for the 100 primiparas who had had no salt restriction was 3 to 48 hours, 
with an average of 13.08 hours. 

Of the normal multiparas, the extremes of duration of labor of the 23 without 
salt were 0.5 hour to 10 hours, with average of 4.3 hours, whereas the 100 normal 
multiparas with no salt restriction ranged from 1 to 33 hours, with an average of 
7.89 hours. 


TABLE II. AGES OF PRIMIPARAS OVER 30 YEARS AND LENGTH OF LABOR 





AGE DURATION 








31 years 7 hours 
31 years 6 hours 
32 years 3 hours 
34 years S hours 
35) years 11 hours 
40 years 5 hours 





Average 6.6 hours 
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The age range of the primiparas in the reported series was 18 to 40 years, 
averaging 25.5 years. Only two were less than 20, 28 were under 30, and 6 were 
between 30 and 40 inclusive. Of those above 30 years, the age and duration of 


labor are shown in Table IT. 

The age range of the 25 normal multiparas was 22 to 44 years. Eleven were 
below 30 years, 11 were 30 to 40 years, and 1 was 44 years of age. 

The parity of the 23 multiparas varied from two to five. There were 15 para ii, 
1 para iii, 5 para iv, and 2 para v. 

Without reciting the figures in detail it may be stated that the age 
range of the 100 primiparas and 100 multiparas was essentially the 
same as the respective groups on salt-poor diet. 

The abnormalities included in the series reported were of position 
or presentation of the fetus. While these groups are rather small, the 
results are still very interesting, and are summarized in Table ITI. 


TABLE III. DURATION OF LABOR, ABNORMAL CASES 














ABNORMAL PRIMIPARAS ABNORMAL MULTIPARAS 

NUMBER CASES DURATION NUMBER CASES DURATION 

With salt 9 24.7 hr. 6 9.1 hr. 
Without salt 11 P20 he. 2 5.5 hr. 





It is difficult to explain the higher incidence of abnormal positions 
and presentations in the group with salt-poor diet. Certainly it is in- 
conceivable that diet should in any way affect the presentation of the 
child. We frequently expcrience a number of similar complications in 
a short period of time, and then have a period comparatively free of 
such complications. Such was the case in this series, as about one-half 
of the abnormal cases occurred during a two-month period. 

Another possible explanation is that the 200 normal cases were cared 
for by a large number of physicians, many of whom are not particularly 
interested in obstetric work, and it may be that there were some ab- 
normalities in this group that were unrecognized, or of which no nota- 
tion was made. This would have little bearing on the value of our 
observations, however, for grouping together normal and abnormal 
primiparas and multiparas, with and without salt, the results are still 
practically the same, as shown in Table IV. 


TABLE IV. DwuRATION oF LABOR, ALL CASES 














ALL PRIMIPARAS ALL MULTIPARAS 
NO. OF DURATION OF NO. OF DURATION OF 
CASES LABOR CASES LABOR 
With salt 109 14.04 hr. 106 7.94 hr. 
Without salt 45 9.15 hr. 25 4.39 hr. 





The abnormalities observed, in the various groups, are tabulated as 
shown in Table V. 

These labors are shortened chiefly in the first, or dilatation, stage, but 
there is also a marked reduction of expulsive stage. In fact, we have 
learned that it is advisable to take multiparas to the delivery room 
shortly before complete dilatation, and the primiparas just as soon as 
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TABLE V. TABULATION OF ABNORMAL CASES AND DURATION OF LABoR 















































a Seen 
PRIMIPARAS WITHOUT SALT | PRIMIPARAS WITH SALT 
— | ~—_ EE 
TYPE DURATION TYPE | DURATION 
Rt ne La NEES 5 ih, ; fel ke 0 
Breech 9 hr. Breech 11.0 hr. 
LOT. 20 hr. Breech 21.5: hr, 
R.O.P., with hard) 26 In sreech 8.0 hr. 
° . e ov a 
rigid cervix i Si , sreech 12.0 hr. 
Breech 9.5 hr 
> ah | » . Ps . 
nately = i Transverse 72.0 hr. 
R, : ; | =") 7a Breech 12.0 hr. 
Hp | . - 
“Seca a Breech 15.0 hr. 
"pHa « P 7 Oe 
reech f hr. R.O.T. 32.0 hr, 
Brow 12 hr. aa | he opine 
R.O.P. | 10 hr. a ii a: 
L.O:T. IS hr. 
LOT. 20 ‘hr: 
Average | 1 har: 
MULTIPARAS WITHOUT SALT ~ MULTIPARAS WITH SALT 
TYPE l DURATION ~ PYPE | DURATION 
Breech 6: hr. Breech 6.0 hr, 
L..0.T. > hr. Transverse 12.0 hr. 
Average Od s—<—SOSiND Transverse 6.5 hr. 
sreech $.0 hr. 
Breeeh 14.0 hr. 
Transverse 12.0 hr. 
| - Average 9.1 hr. 


the cervix is completely dilated. In most instances, this schedule allows 
just time enough to get the patient serubbed and draped before she 
is ready to deliver. 

While the chief advantage gained by the use of the salt-poor diet 
is the marked reduction of the duration of labor, it is our impression 
that these patients experience less severe labor pains than do other 
patients comparable in every other way. It has often pveen stated by 
these patients that labor really was not bad at all until just the last 
few pains. While the reduction of the pain of labor was not a constant 
factor in this series, it is of considerable importance. 

Several of these patients had had mild toxemia of pregnancy but 
their symptoms had largely cleared up before the onset of labor. 

There was no fetal or maternal mortality in this series, and no mor- 
bidity that in any way could be associated with the specific diet. The 
babies delivered in this series were of average weight. The lactating 
ability of the mothers did not seem to be affected in any way. The 
reduced salt diet was used during hot weather as well as during other 
seasons, with no noticeable effect. 

Subsequent to the above observations, a search of the literature on 
the subject revealed an extreme paucity of material in English. 

Bendlage, of Long Beach, California, reports a series of 5 cases, including both 
multiparas and primiparas, who had been on a salt-free diet for two months, whose 
labors lasted only from one to four hours. It was further stated that there was 
much less pain than normally experienced, The editor appended the parenthetical 
note: ‘‘This is a very interesting observation and worthy of the attention of any- 
one who is doing obstetric work, as it would be an easy and harmless plan to try.’’ 
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A search of the Index Medicus, the files of the library of the 4. WM. 4A., and the 
files of the Surgeon General’s Library has failed to reveal any pt English article 
dealing with this subject. 

The earliest reference available is the report of Hofstein and Petrequin of Stras- 
bourg Clinic, France, in 1931. They reported a shortening of labor in patients who 
had been on salt-free diet for several weeks before labor. However, their treatment 
was rather complex, and it was difficult to determine whether the salt-free diet alone 
was responsible for the results. 

In 1935, Karpati'! observed a 54-year-old gravida iii, who had been treated for 
fifteen days in the clinie for nephropathy. She had hypertension, albuminuria, and 
marked edema. Her treatment was essentially a salt-free diet. Her labor started 
spontaneously «nd lasted only two and one-half hours. The woman experienced no 
pain until the expulsive contractions began about one-half hour before delivery. 
Karpati made note of the fact that there had been great improvement in the pa- 
tient’s condition before onset of labor, and he assumed a relationship between the 
salt-free diet and the very short and comparatively painless labor. This assumption 
was soon strengthened by reading the report of Hofstein and Petrequin mentioned 
above, though the two observations were entirely independent. 


Reeb and Israel, of Strasbourg Clinic, followed up the work of Hofstein and 
Petrequin, and placed a number of patients on salt-free diet during the last several 
weeks of pregnancy, without any other form of treatment. In 1933 they published 
their experiences, stating definitely that the procedure did shorten the period of 
labor, dilatation being complete in all cases in from two to seven hours. They also 
noted a marked decrease in the severity of the pains experienced by these patients. 

In 1935 Karpati® published his results in 50 cases in which he had used a salt- 
free diet. Thirty-three of these had a short and comparatively painless dilatation 
period. Of the 17 patients who did not show such marked results, all had had 
marked hypertension, albuminuria and edema, which had not improved with treat- 
ment prior to labor. Similar patients, whose symptoms had largely cleared up, all 
had short and easy iabors. 

There have been several other articles on the subject in the French, German, and 
Italian literatures, as indicated by my bibliography. The most comprehensive of 
these was published by Reeb. In this paper he reported a series of 100 patients whom 
he had placed on salt-poor diet during the latter weeks of pregnancy. Of these 56 
were primiparas, and 44 were multiparas. 

Of the 56 first labors he reported an average duration of six hours. The first 
stage of labor ranged from two hours. There were 3 more than six hours, 2 more 
than seven hours, and 3 more than eight hours (nine, twelve, and fifteen hours). 
These last 5 cases he regarded as failures. Two were cases of occiput posterior, and 
one had ineffectual spasmodic labor pains for a prolonged period. 

Of the 44 multiparas in this series, the total duration of labor averaged three 
hours and twenty-five minutes. The extremes of the duration of the dilatation 
state were one to five hours. 

It was observed by Reeb that of the 30 multiparas seen at the very beginning of 
labor, 15 had complete effacement of the cervix and engagement of the head at onset 
of labor. In 21 cases the anatomic preparation of the cervix was as complete as 
usually found in primiparas at the onset of Jabor. 

In the series of 100 cases, there were only 14 instances of premature rupture of 
the membranes, as compared with 30 per cent premature rupture in the general run 
of cases. 

Reeb declared that his patients who had been on a salt-poor diet experienced much 
less pain during labor than the general average of patients. This same observation 
has been made by several other authors, but is not nearly as constant as the shorten- 
ing of labor. 

Armand, of the School of Medicine of Haiti, reported beneficial results of salt- 
poor diet in shortening labor, especially in primiparas, and also marked reduction of 
the pain of labor. His results with multiparas were encouraging, but not so marked 
as most of the other authors have found. 
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The physiology involved has not been worked out in detail, and there 
yet remains a large amount of work to be done on the physiochemistry 
of the salt-poor diet, but we do have some working theories which 
seem well founded. 

The most important physiologic effect appears to be a definite dehydra- 
tion of the maternal tissues. 

| It is well known that there exists a physiologic decrease in the out- 

| put of urine and a physiologic increase of water retention in the per- 
fectly normal pregnant woman as she approaches term. This water 
retention is considered to be controlled by the posterior pituitary, and 
is a protective mechanism, providing a reservoir of water to act as a 
buffer in case of excessive hemorrhage at the time of labor, and to in- 
sure adequate fluids to be used in the manufacture of milk. 

One of the large depots of this fluid reserve is the uterine musculature. 
The edema of the muscles impairs efficiency of uterine contractions, and 
edema of the cervix causes slower dilatation and increases the tendency 
toward lacerations. By decreasing the edema of the uterine muscles, 
we can obtain more nearly optimum conditions under which the muscles 
ean work; thus the contractions are more effective, and the nonedematous 
cervix, being more elastic, responds with more rapid dilatation. Like- 
wise the soft parts encountered at the outlet appear to be more elastic, 
and the expulsion of the child is much more rapid, and there are fewer 
perineal lacerations. This theory is borne out by the fact that patients 
with manifest edema in spite of the salt-poor diet derive little benefit 
so far as the reduction of the duration of labor. 

That a salt-poor diet does cause a decrease of edema in most eases is 
without question. It is a common observation that a patient late in 
pregnancy may present pitting edema of the lower extremities, and 
after a week of salt-poor diet will show no edema and will have lost 
from one to several pounds of weight. 

Water retention in the tissues is very closely associated with a chloride 
retention. Which is primary is open to question, as each seems to be 
necessary for the other. A salt-poor diet causes very little change in : 
the blood chloride level, but when the intake is diminished, chlorides 
are withdrawn from the tissues into the blood stream, and thus some 
of the tissue fluids are released for excretion as urine. 

Arthus, of France, has reported that giving the pregnant woman one 
pint of ‘‘dechlorinated milk’’ each morning, during the last few weeks 
of pregnancy, is very effective in removing the excess tissue chlorides, 
as this milk has a great affinity for chlorides. It is prepared by sub- 
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jecting the milk to dialysis, with subsequent evaporation. When diluted 
to original volume, it contains about 14 the amount of NaCl found in 
the fresh milk. As yet I have had no experience with this method. 
It would seem, however, that an active dechlorinating agent that could 
be used so easily, would be most desirable. 

Jahier called attention to a possible danger that may follow prolonged use of 
salt-free diet, namely clinical hypochloremia, and in support of his theory points 
out that these patients respond well to the administration of saline solution in- 
travenously. He states that this manifestation is most likely in three types of pa- 
tients: (a) where there has been much soft tissue damage during labor; (b) in 
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cases of prolonged persistent vomiting; and (c) in patients who have had specific 
therapy with the heavy metals. He cited specific cases illustrating each of these 
groups, but it was far from conclusive that there was any differentiation between his 
eases of so-called hypochloremia and shock, as we are accustomed to think of it, 
and for which intravenous fluids are the recognized treatment. 


It may be well to take warning, however, that, with the use of the 
salt-poor diet and resultant dehydration, should the patient have un- 
usual difficuities at delivery, profuse hemorrhage, ete., the body does 
not have the physiologic fluid reserve available for such emergencies, 
and we must be prepared to supply additional fluid promptly if indi- 
cated. It is also well to begin foreing fluids promptly after delivery 
to aid in the establishment of lactation. 

The reduction of pain of labor by the use of a salt-poor diet is not 
nearly as constant as the shortening of labor, but it does occur often 
enough to be of great value and interest. However, it is not as easy 
to explain as the shortening of labor, and there is much experimental 
work yet to be done before we have the complete answer. 

It has been pointed out that an inerease of chlorides increases the 
excitability of the nerve centers, as illustrated by the facet that tabeties 
with absent knee jerks can be given large amounts of sodium chloride 
and the knee jerk will reappear in some eases. Further, some epileptic 
patients can be kept free of attacks by a salt-poor diet, and the attacks 
‘an be brought on at will by administration of rather large amounts of 
salt. 

Van Noorden claims that a reduction of body chlorides causes a repartition of 
blood calcium, the total remaining unchanged, but colloidal calcium increases about 
12 per cent at the expense of inorganic salts of calcium, and that this increase of 
colloidal calcium has a definite nerve sedative effect. 

Schwarz also has investigated this question with similar results, though his in- 
crease of colloidal calcium ranged as high as 20 per cent, with the total remaining 
practically constant. He is inelined to believe, however, that the repartition is due 
to the decrease of the sodium ion rather than the chloride ion. Evidence that eal- 
cium exerts a sedative action on the nerve centers is to be found in the results of 
administration of calcium in ceses of tetany. 


The pain of labor may be regarded as a cerebral phenomenon pro- 
voked by peripheral stimuli—the uterine contractions. Thus we have 
a two-fold action: A reduction of the excitability of the nerve centers, 
and a definite nerve sedative effect, working together to lessen the 
severity of the pain experienced by the patient. 


SUMMARY 


The explanation of the action of the salt-poor diet may not be entirely 
correct in every respect, and certainly it is not regarded as being com- 
plete. Nevertheless the fact remains that a salt-poor diet during the 
last several weeks of pregnancy does definitely shorten the duration of 
labor, and in a considerable number of eases lessens the severity of the 
pain experienced by the patient. And there appears to be no contrain- 
dication to the use of the procedure. 

It is my hope that this report may stimulate further investigation and 
wider use of this simple means of making labor less of an ordeal for 
parturient patients. 
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ADVANCED ABDOMINAL PREGNANCY 


With SPECIAL REVERENCE TO THE MANAGEMENT OF THE PLACENTA, WITH 
A Report of THREE CASES AND REVIEW OF THE LITERATURE 


lyman W. Mason, M.D., DENVER, CoLo. 
(From the Departmont of Obstetrics and Gynecology, University of Colorado School 
of Medicine and Hospitals ) 


HE subject of ectopic pregnancy in general is ably discussed in all 

of the textbooks of obstetrics, but there is frequently meager space 
devoted to advanced abdominal pregnaney, and there is at present a wide 
diversity of opinion regarding the management of the placenta. It is 
this factor which usually determines the outcome of the case. 


In 1983 Cornell and Lash published an excellent statistical review of abdominal 
pregnancy, their work being based upon 226 cases collected from the literature, to- 
gether with 10 of their own. The publications cited date from 1919 to 1982. The 
maternal death rate in their series was 14.5 per cent, and they conclude that this 
rate could be lowered if no attempt was made to remove the placenta when it was 


evident that hemorrhage would be uncontrollable. 


The present study is based upon the three cases herein presented, 
together with 66 additional cases reported in the English literature from 
1933 to 1939. There were a few in which the data were insufficient for 
the present purpose and these were excluded. 

Examination of the literature reveals that the condition, while not 
common, is not so rare as is generally supposed. Anyone doing 
obstetrics may at any time be confronted with the usually difficult 
diagnosis and the treatment of such a ease. 

A correct preoperative diagnosis is made in considerably less than 
half of the cases. From the study of Cornell and Lash and from the 
69 cases included in this review, several rather constant factors stand 
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out as having particular value in the diagnosis of late abdominal preg- 
nancy : 

1. There is usually, if proper care is taken to obtain it, a history of 
signs and symptoms of early ectopic pregnancy, with probable tubal 
abortion. 

2. The fetal movements are unusually noticeable to the mother, and 
are often constantly painful. 

3. The fetus can be palpated with unusual ease. 

4. There is frequently a degree of malaise and general disability 
which cannot be explained on the basis of the pregnancy itself. 

5. The cervix, while it may oeceasionally show some softening, is 
usually described as being firm, resembling the nonpregnant cervix. 
There is seldom any effacement, and no softening or dilatation of the 
internal os. In the great majority of cases, special note is made of its 
position, which is high (anterior), and pushed against the symphysis. 
It is frequently to one side of the midline. Oceasionally it is foreed 
downward in the vaginal axis. 

6. Frequently there is a history of what was thought to be beginning 
labor, which persisted for a time and ceased. The patient is frequently 
seen at this time. This episode is usually coincident with cessation of 
fetal movements. 

7. The uterus, usually somewhat enlarged, is frequently palpable. 
Often this is mistaken for an ovarian evst or a fibroid which is inter- 
fering with the onset of labor (which they would never do), or ob- 
structing the birth passage (note in Case 3). 

The x-ray is not very helpful, except in the occasional case when 
the diagnosis has already been sufficiently established by the history 
and physieal findings to have preceded the x-ray examination by 
lipiodol injection of the eavity of the uterus. 

The presence of all the above factors would be virtually diagnostic 
of abdominal pregnancy, and the presence of any one of them should 
make the attendant very conscious of its possibility. It will be noted 
that in the author’s ease reported below, all of them were present. 
They were all present in many of the cases reviewed, and two or more 
noted in all. 

CASE 1.—F. H., aged 29 years, was admitted to the Obstetrie Service of the 
Colorado General Hospital Jan. 12, 1939, with an outside diagnosis of pregnancy of 
eight or nine months’ duration, with death of the fetus and placenta previa. 

Patient had an uneventful pregnancy and delivery three years previously. 
There were no abortions. She dated her present pregnancy from the last regular 
menstrual period early in May, 1938. Nausea and vomiting followed shortly after, 
and persisted for one month. In June, there was a ‘‘menstrual period’? which was 
prolonged, and which was associated with lower abdominal pain, more severe on 
the right side. Bleeding persisted for the first three weeks in June, then stopped, 
to recur July 4, at which time she had what she considered a normal menstrual 
period lasting three days. Following this the patient felt well until Oetober 15, 
when fetal movements were first felt. She described these movements as very 
marked and painful. She stated that she could feel the outline of the baby’s 
hand as it traveled across the abdomen, and could feel the fingers press against 
her. With the exception of these painful and marked movements, she continued 
without complications until December 25, at which time she passed numerous 
large clots from the vagina, without significant pain. 
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During the following week she felt well and there was no bleeding. Op 
December 31, vaginal bleeding recurred, accompanied by abdominal ‘“cramps,”? 
which she said were unlike her previous labor pains. Bleeding was profuse on this 
date, and spotting and intermittent abdominal cramping persisted until Jan, 3, 
1939, at which time fetal movements ceased. At this time her doctor attempted 
to induce labor by castor oil and quinine. This was repeated several times, with- 
out success. There was also some cervical manipulation, evidently an attempt at 
dilatation and examination of the uterus, without success. 

Examination.—The patient was an emaciated, anemic Mexican woman of about 
stated age. She appeared ill. General physical examination was negative except 
that having to do with the abdomen and pelvis. There was a tumor which filled the 
abdomen to within 3 inches of the xiphoid process. The fetal outlines were very 
distinctly palpable. The position was a breech, the head lying in the upper left 
quadrant. Fetal movements were not seen or felt, and the fetal heart tones were 
not heard. 

Vaginal examination revealed the cervix small and firm, markedly anterior and 
pushed tightly against the symphysis. While the external os admitted the index 
finger, the internal os was tightly closed, and the uterine cavity could not be entered. 
There was a hard mass, impossible to displace upward, pushing down in the cul-de-sac 
beneath the posterior vaginal wall halfway to the introitus. 

A firm mass could be felt above the symphysis about the size of a 24% months’ 
pregnancy, which seemed to be continuous with the cervix. It was not movable. This 
was thought to be the uterus. An attempt was made to insert a uterine sound 
through the cervix, but because of its position this was impossible. It was also 
impossible to insert a cannula or catheter into the uterus for the purpose of injecting 
lipiodol. 

Diagnosis of abdominal pregnancy was made. 

X-ray was requested, and the following report received: ‘‘ Evidence of single 
pregnancy, breech presentation, apparently near term. Indistinct visualization 
of bones, disproportion of skull and angulation of spine suggest death of fetus. 
X-ray evidence is not conclusive for diagnosis of ectopic pregnancy without lipiodol 
injection of the uterus.’ 

A small piece of tissue was passed from the vagina, upon which a pathologic 
diagnosis was made of decidual tissue, with necrosis and hemorrhage. 

Operation.—Abdomen was opened in the midline below the umbilicus. The fetus 
was found lying in the abdominal cavity, mostly on the left side. The membranes 
were ruptured to a small extent and a knee was seen protruding through them. They 
were further ruptured and the macerated fetus extracted, which appeared to be that 
of an eight or a nine months’ pregnancy. There were no gross abnormalities. The 
cord was separated at its placental attachment. No tie was necessary. 

The uterus was enlarged to that of a three months’ pregnancy. The placenta 
was found attached to the right side of the uterus posteriorly, to the right tube 
and the posterior surface of the right broad ligament, from which it dipped down 
into the cul-de-sac, and aseending, was attached to all the intestinal coils in the 
vicinity, including portions of the ascending and ptosed transverse colons. It was 
adherent to the omentum. There was beginning necrosis of the placenta and attached 
membranes. There had been no intraabdominal hemorrhage previous to the opera- 
tion. 

During the process of exploration of the placental attachments, one edge of the 
placenta was inadvertently separated, which was followed by rather profuse bleeding. 
A ring foreep was applied over this small area, and two figure-of-eight sutures 
placed and gently drawn down. Bleeding was entirely controlled. 

No attempt was made to separate or remove the placenta, since its widespread 
attachment made this obviously impossible without uncontrollable hemorrhage. The 
membrane that was easily accessible was trimmed off and the abdomen closed in 
layers without drainage. A retention catheter was placed in the bladder. Post- 
operative condition was fair. 

Postoperative Course.—The surgical convalescence was rapid and uneomplicated. 
Transfusion was given shortly after the patient was returned to her room, and 
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RECOVERED DIED 
SEROTEEEE OR: PR UNCOMPLICATED |coMPLIcaTED| casEs| *4TF 
%o 
No attempt at removal: 
a. Abdomen closed without drainage 8 4 0 0 
or packing : 
b. Placenta marsupialized, or abdomen 1 4 5 50 
drained or pack used 
Placenta partially removed, or unsuccess- 
ful attempts at removal: 
a. Abdomen closed without drainage 1 1 0 
or packing 36.3 
b. Placenta marsupialized, or abdomen 0 5 4 
drained or packed 
Placenta easily removed in entirety: 
a. Abdomen closed without drainage 21 0 1 4.8 
or packing 
b. Placental site packed, or abdomen 0 4 1 20 
drained 
Placenta removed in entirety with dif- 
ficulty : 
a. Abdomen closed without drainage 0 2 1 
or packing 99 
b. Placental site packed or abdomen 2 3 1 
drained 




















several intravenous injections of glucose were given during the next forty-eight 
hours. Her stay in the hospital was prolonged because of an extensive trophic 
ulcer which had begun to develop over the sacral region before her admission. This 
slowly healed, and she was discharged in good condition February 25. 

During the time she was in the hospital, the placental mass gradually decreased 
in size, although at the time of discharge it was still palpable 3 fingers below the 
umbilicus. The abdomen was not unduly tender. There were no bladder or intestinal 
symptoms. She was instructed to return in three months for examination. 

The patient was examined June 17. She appeared to be, and stated that she was, 
in excellent general health. Menstruation had occurred for the first time May 30, 
and was entirely normal. 

The operative scar was well healed. There was marked diastasis of the recti 
muscles. There was no complaint of pain or tenderness on deep palpation of the 
abdomen. 

Examination below was essentially negative. The cervix was in normal position, 
the vaginal vault was soft and the cervix freely movable. Bimanual examination 
revealed the uterine corpus of normal size, in good position and freely movable. 
There was a flattened mass, about 2 inches long, back of, and extending slightly to 
the right of the uterus. Uterus and mass could not be completely separated by the 
examining fingers, but both were freely movable. Both ovaries were palpable and 
normal. There was no palpable tubal pathology. 

Tubal insufflation was done. The initial pressure was raised to 170 mm. of 
mercury before the gas began to pass, after which it passed readily through both 
tubes at a pressure of between 70 and 90 mm. of mercury. 


CasE 2.—This private case, at which the writer assisted, is included by courtesy 
of Drs. M. A. Spangleberger and G. Heusinkveld, of Denver. 

M. B., aged 28 years, had had one normal pregnancy five years previously, followed 
by 2 spontaneous abortions at about six weeks. The puerperium and postabortal 
courses were normal. The last menstrual period in the present pregnancy was April 
20, 1928. She was due Jan. 27, 1929. The details of the course of the present preg- 
nancy are not obtainable. She was admitted to the hospital Feb. 14, 1929, with a 
diagnosis of missed labor and intrauterine death of the fetus one week before. 
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The abdomen was symmetrically enlarged. No fetal heart tones could be heard, 


or movements seen or felt. Numerous attempts were made to induce labor by means 
of castor oil, quinine, and pituitrin, all of which failed. Efforts to dilate the cervix 
for the purpose of introducing a Voorhees’ bag failed because of the rigidity of the 
cervix, Which was found high (anterior) against the symphysis, to the left of the 
midline, X-ray examination showed a breech presentation, with diagnosis of prob- 
able dead fetus, of about an eight months’ pregnancy. 

Operation.—The abdomen was opened, after it was found, under anesthesia, that 
the uterine cavity was small. The fetus, at or near term, was found inclosed in 
the membranes lving in the abdominal cavity. The placental attachment was 
to the uterus, tubes, and ovaries, all of which were incorporated in the mass, All 
except part of one ovary was easily removed, and the abdomen closed without 
drainage. 

Postoperative condition was fair. The patient improved rapidly after a blood 
transfusion and intravenous glucose. Convalescence was uncomplicated, except 
for some trouble with distention for several days. She left the hospital on the 
fourteenth postoperative day in good condition. 


CASE 3.—This case was obtained from the records of the Colorado General Hos- 
pital for 19382. 

KE. T., aged 33 years, first pregnancy, had been married for fourteen years. Men- 
strual history was normal. Appendectomy fourteen years previously. Last menstrual 
period Jan. 29, 1932 and was due on Noy, 5, 1932. She was admitted to the obstetric 
service with an outside diagnosis of missed labor and death of the fetus one week 
before. The detailed history of this pregnancy was not taken, 

On admission, the patient was having what she thought were labor pains every 
fifteen to twenty minutes. During the remainder of the day of admission these 
pains continued, sometimes at intervals of five to seven minutes. They stopped 
during the night. On November 13, she was given castor oil and quinine followed 
by pituitrin in the attempt to induce labor, without success. On November 14, 
she received many injections of 3 minim doses of pituitrin, together with 
‘‘cervical dilatation’’ by an interne. Contractions did not oecur. A few crampy 
pains followed further injections of pituitrin. 

On November 15, she was taken to the delivery room and under anesthesia 
a Voorhees’ bag was inserted into the uterus. Following this, the patient had a 
chill and a rise in the pulse rate. Morphine was given some hours later for 
‘‘pain in the abdomen,’’ and the bag was removed. This was followed by con- 
siderable bleeding. 

On November 16, she was taken to the operating room, with a preoperative 
diagnosis of intrauterine pregnancy, and what seemed to be a fibroid obstructing 
the cervix, ‘‘which was in reality a more or less normal uterus.’’ 

Operation.—On opening the abdomen, a large full-term fetus was found free in 
the abdominal cavity, except for many adhesions of the membranes and placenta to 
intestines and the peritoneum. 

Adhesions were freed with considerable difficulty and some bleeding which was 
difficult to control. The fetus, placenta and membranes, and cord were removed, 
also a portion of the gangrenous omentum. The uterus was found to be about the 
size of a two months’ pregnancy. The abdomen was closed with a Penrose drain 
inserted into the right iliae fossa. 

The patient’s course was steadily downward, and she died on the fourth post- 
operative day. At autopsy an additional portion of the placenta was found adjacent 
to the uterus. 

DISCUSSION 

In the review of abdominal pregnaney by Cornell and Lash, the 
maternal mortality rate was 14.3 per cent. In the 69 ceases included in 
the present review, there were 13 deaths, a mortality vate of 18.8 per 
cent. If this difference cannot be correctly interpreted as representing 
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an inerease in the mortality from surgery in abdominal pregnancy, it ean 
safely be said that there has been no apparent improvement in the re- 
sults in this condition in the past twenty years. The following analysis 
is an attempt to determine some of the factors which are responsible for, 
or contribute to, this high mortality rate, and to find means for its 
reduction. 

Of the 56 patients who recovered, 25, or 44.6 per cent, were those in 
whom the placenta was easily removed, and 17, or 30.3 per cent, were in 
patients in whom no attempt was made to remove the placenta. Thus a 
total of 75 per cent of the recoveries were in these two groups. 

Seven patients in these two groups (49 cases) died, a mortality rate 
of 14 per cent, but there was only 1 death among those patients in 
whom the abdomen was closed without packing or drainage, a rate of 
2 per cent. 

There were 5 deaths among those patients (22) in whom no attempt 
was made to remove the placenta, or a rate of 22.7 per cent, but they 
were all in those patients in whom the placenta was marsupialized, or 
in whom drainage was employed. In this subgroup, the mortality rate 
was 50 per cent. There was no recorded death among the patients in 
whom no attempt was made to remove the placenta, and in whom the 
abdomen was closed without drainage. 

The death rate for the patients (36) in whom the placenta was re- 
moved completely, without regard to difficulty, was 11 per cent, but it 
was only 7 per cent in the patients (27) in whom it was specified that 
the placenta was easily removed. 

The question of drainage of the abdomen deserves special attention. 
Of the 18 deaths, 11, or over 84 per cent, occurred in those patients 
in whom packing or drainage of the abdomen was done, and 16, or 80 
per cent, of the long and complicated recoveries occurred in this division. 

On the other hand, there were 33 patients in whom the postoperative 
convalescence was rapid and uncomplicated, and of these, 30, or 91 per 
cent, occurred in those patients in whom no packing or drainage was 
used. 

It is realized that this may also be interpreted to mean that perhaps 
packing or drainage was used only in the most serious cases, and that 
since only in the less serious ones was the abdomen closed without 
drainage, obviously the greatest number of uncomplicated and rapid 
recoveries, and the smallest number of deaths oceurred in the latter 
group. 

Several observations refute this conclusion. It is noted that there 
were no deaths in the group in which no attempt was made to remove 
the placenta, and in which the abdomen was closed without drainage. 
On the other hand, the greatest number of deaths of all the groups oe- 
curred in those in which no attempt was made to remove the placenta, 
but in which the placenta was marsupialized, or in which drainage was 
employed. The matter of an open or tightly closed abdomen in this 
group is the only analyzable difference. 

Again, in the group in which the placenta was easily removed, and 
in which no drainage was employed, there is the highest number and per- 
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centage of uncomplicated recoveries; viz., 21, or 91 per cent, with one 
death and no uncomplicated recoveries. But in this group in whieh 
drainage was used, there is one death and four complicated recoveries, 
and no uncomplicated ones. Since in this group it is noted that the 
placentas were easily removed, it would appear that the employment of 
drainage in these cases was entirely a matter of preference. 

The high mortality rate, 36 per cent, and the high percentage of 
complicated recoveries, 54.5 per cent, in the group in which the placenta 
was partially removed, or in which unsuccessful attempts were made 
to remove it, attest to the unwisdom of such attempts in those eases 
in which the character of the placental attachments should clearly forbid 
them. The very unfavorable results in this group in which packing or 
drainage was used are about equal to those in which marsupialization 
of the undisturbed placenta was employed. Although in this group 
packing or drainage may have been a matter of necessity, because of 
hemorrhage, ete., and not of choice, the factor of drainage itself cannot 
escape a strong suspicion of guilt in the unfavorable results. 

It appeared that in numerous instances, the indication for drainage 
was necrosis of the placenta and membranes. It should be recognized 
that necrosis and liquefaction of the placenta is the necessary first step 
to its absorption. Such a field is a most fertile one for the implantation 
and growth of infection. Leaving the abdomen open in the presence 
of such a field permits the entrance of infective organisms and nullifies 
the aseptic care under which the operation itself was done. In the 
absence of infection, the peritoneum and omentum appear to be ad- 
mirably able to take care of even a complete placenta and membranes. 


CONCLUSIONS 


1. Factors in the diagnosis of advanced abdominal pregnancy have 
been enumerated above. 

2. If the placenta is so situated that it ean be easily removed, without 
damage to vital structures or without undue consummation of time, and 
when the circulation to it can be easily and completely controlled by 
ligature, this should be done, and the abdomen closed without drainage. 

3. If observation and gentle exploration show that this is not possible 
or probable, no attempt should be made to remove the placenta, and 
again the abdomen should be closed without drainage. Marsupialization 
of the placenta, or drainage of the abdomen with the placenta left in 
appears to be the worst treatment of all. 

4. Necrosis of the placenta and membranes is a physiologic process, 
and should not of itself be an indication for drainage. 

5. Mortality and morbidity rates for this condition appear to be much 
higher than they need be. The factors which should lower these rates 
are (1) earlier recognition by having the possibility in mind in eases 
showing one or more of the diagnostic points noted above, which would 
prevent loss of time before operation, and dangerous and futile attempts 
to ‘‘induee labor,’’ and (2) better surgical judgment at the time of 
operation, chiefly in regard to management of the placenta. 




















TRANSCERVICAL CESAREAN SECTION WITH PERITONEAL 
IXCLUSION AND BLADDER MOBILIZATION* 
ERWIN FLETCHER SMITH, B.A., M.D., F.A.C.S., New York, N. Y. 


HE cesarean section operation, executed for proper indications, 

will be considered in this presentation only from the standpoint of 
a technique which contributes to its safety. Although the question of 
whether or not too many cesarean sections are done is not under dis- 
cussion, the fact that these operations are performed in great numbers 
does have vital consequences. The relatively large number of high 
and midelassical operations throughout the country are responsible 
for mortality rates that may be somewhat reduced by every improve- 
ment in technical details. In the past, deficiencies in anesthesia and 
surgical training were severe handicaps and, for some operators, were 
largely responsible for the popularity of the high operation. With the 
improvement in anesthetic methods, skillful administration of ethylene 
and cyclopropane, the more prevalent use of local anesthesia, and a 
better conception of the judicious application of spinal anesthesia, the 
cperating time can be prolonged to one hour if necessary without in- 
curring undue hazards. It is quite evident from opinions expressed in 
the literature, as well as from mortality and morbidity statistics, that 
the lower uterine segment operations provide a wider margin of safety 
than the classical methods, and it is therefore quite natural that ob- 
stetricians are constantly striving to develop a more satisfactory and 
safer technique which can be utilized generally. 


In 1805, Ossiander, of Goettingen, originated the principle on which all of the 
present low cervical operations are based. He reasoned that hemorrhage and sepsis 
might be circumvented or lessened if the fetal head could be fixed against the 
abdominal wall with one hand in the vagina while the incision was being made. 
Ossiander cut alongside the pyramidalis muscle and necessarily entered the lower 
uterine segment. Even at this early date, he insisted that sueh an operation should 
replace the classical section. True, his patients died, but not the vital idea which 
he left to posterity. The next year, Joerg, of Leipsig, was influenced by Boer to 
make a suprapubic incision, followed by an opening into the vagina or lower uterine 
segment, thus allowing the infant to be delivered suprapubieally. Although doing 
this only on a cadaver, he manifested great enthusiasm for the procedure. In 1824, 
Ritgen blazed a new trail by attempting the first extraperitoneal low cesarean, 
using a flank incision. Unfortunately his patient, weakened by hemorrhage, subse- 
quently died of sepsis. Three years later in America Physick, quoted in De Wees 
Midwifery, proposed that a transverse incision of the lower abdomen be made 
just above the pubes; that the peritoneum be stripped from the bladder, thus 
exposing the lower uterine segment for an extraperitoneal approach. Baudeloque, 
in 1843, tried an operation somewhat like this but with fatal results. Cianflone, 
Gaillard Thomas, Skene, Gilette and others attempted similar operations before 
the twentieth century, some of which were successful. Sellheim in 1910, at about 
the same time that Frank and Latzko were perfecting their operations, followed 
Physick’s suggestion to displace the peritoneum from the bladder. He found 


*Read at a meeting of the New York Obstetrical Society, October 10, 1939. 
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this difficult in some cases, and later began making a small opening in the 
peritoneum to see exactly what he was doing. Finally, he adopted Frank’s 
method of peritoneal exclusion. 

In 1939, Waters presented a series of 42 cases in which he followed an extra. 
peritoneal procedure, inadvertently opening the peritoneum in only 8 of them, 

Steele and Burns (1930) in their series of Latzko operations admit perforation 
of the peritoneum in a number of cases, but without serious consequences, 
Aldridge (1937) in his series of Latzko operations advises opening the peritoneum 
in certain cases and resuturing the superior angle in order to allow more room 
for the original longitudinal cervical incision of the Latzko technique. 

Monroe Kerr (1937) in his book asks the question: ‘‘Does the operation 
(Latzko) give better results in infected cases than the simpler procedure in 
which the general peritoneal cavity is shut off with gauze or the visceral and 
parietal layers of peritoneum are stitched or clamped?’’ He answers this ques- 
tion by expressing doubt about the extensive dissection of flaps and the opening 
of loose connective tissue, with the risk of devitalizing peritoneum and injuring 
urinary structures in presumably infected cases, and further says that only the 
light of experience will settle the question. 

In the Veit-Fromme-Hirst (1914) exclusion operation also described by Broad- 
head (1923) and Irving (1937), the peritoneum is likely to tear in the midline, the 
uterus being definitely fixed to the anterior abdominal wall by later adhesions. 
Cases of subsequent endometriosis of the abdominal sear after this operation have 
been seen by several observers. Frost (1938) recently published the description 
of a technique resembling that of Frank or Pfannenstiel—B. ©. Hirst—Kerr 
(1939) peritoneal exclusion operation, which provides a sutured ring of parieto- 
visceral peritoneum through which the baby’s head must pass, sometimes also 
with a laceration of the peritoneum which causes an initial amniotic spill. 


There is an important disadvantage of such operations, well exem- 
plified in a case I observed in which the Frank technique had been used. 
This patient, in 1937, three months after the cesarean section, required 
an emergency operation necessitated by a loop of intestine strangulat- 
ine through the artificial internal ring or canal which is formed by the 
closure of the lower angle of the incision. Impressed by this accident, 
a technique resembling Sellheim’s (1908) second method was followed 
in an effort to do a very low operation with exclusion features, to 
eliminate abdominal adhesive bands, to forestall initial tear and spill, 
to lessen trauma to the bladder and avoid the creation of a large area 
of devitalized peritoneum, and last, to keep the operative site away 
from the ureters and bladder bed, placing it in the well-oriented lower 
peritoneal cavity. The transition of an operator’s technique from the 
low flap, such as Kroénig, DeLee and Beck advocate, to this exclusion 
operation should be easy and accomplished with less apprehension 
than a Latzko operation involves. In definitely or potentially infected 
cases, a midline, instead of a Pfannenstiel, incision may be advisable 
because of its better healing in the presence of infection, but this does 
not affect the ease of operation. Having performed this operation on 
several patients not in labor, as well as those who had a trial labor, 
I venture to offer it as a method for elective as well as infected cases 
and believe that it is safer than either a classical or low flap operation. 


TECHNIQUE 


Basal anesthesia is now an established procedure, regardless of whether local, 
spinal or general anesthesia is selected. The barbiturates are relatively harmless 
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when correctly used, but morphine and pantopon should not be given within two 
hours of the abdominal delivery. The patient should be catheterized after the 
anesthesia is started or in the operating room while she is being prepared. 
Trendelenburg position is an operative aid in most cases. 

A preliminary horizontal nick (Fig. 1) is made in the skin to mark the mid- 
line. Towels are then placed around the envisioned transverse incision, and 
fixed in position with skin clips. A 4% inch Pfannenstiel incision is made 1 inch 
above the symphysis pubis down to the fascia. After careful hemostasis, 
laparotomy pads are sewn into the fat to wall off the skin. Through a small 
fascial opening 1 inch superior to the skin incision, the scissors are inserted and 
opened for lateral blunt dissection of each anterior rectus sheath, which is cut 
transversely for 2144 inches on each side. The recti muscles are separated from 





Fig. 1.—With lateral retractors in the incision, the visceral peritoneal fold over the 
bladder may vary in depth and contour in different cases. 


their anterior fascial sheaths only on the mesial side, being careful not to create 
unnecessary dead space laterally. The upper and lower fascial flaps are clamped 
and held outward while the median raphe is cut superiorly 3 inches and inferiorly 
to the symphysis with scissors. Care is taken not to injure the pyramidalis 
muscles by dividing them evenly in the midline. With the forefingers of each 
hand the recti are now divulsed horizontally in the midplane and retracted 
laterally, which allows the transversalis fascia and peritoneum to bulge up from 
below (Fig. 2). 

With lateral retractors, the ballooning peritoneum affords an opportunity to 
adapt the size of the opening to the estimated diameter of the fetal head. If 
this is satisfactory, search is then made through the properitoneal fat for the 
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urachus, which is found glistening in the thin peritoneum. This fascial cord jg 
followed inferiorly as low as the avascular area permits (Fig. 3) where the 
abdomen is opened in the midline on top of the bladder. This incision is then 
extended bilaterally for a total length of 7 inches, hugging the upper edge of 
bladder and curving it convexly to follow around the anterior and outer margins 
of the bladder. 


Fig. 2.—The rectus muscles retracted laterally allow the parietal peritoneum (A), 
fascia transversalis, and bladder (B) to balloon up, with the urachus glistening in 
the midline. 





Fig. 3.—The parietal peritoneum (A) opened at B—C, cutting transversalis fascia 
just over bladder (D). 


The lower abdominal cavity is now inspected to identify the inferior edge of the 
vesicouterine plica (Fig. +). Here the visceral peritoneum is picked up, leaving 
as small a peritoneal strip on the bladder as possible, and it is opened transversely, 
again hugging the bladder with the scissors. <A finger followed by a sponge 
stick is inserted for blunt dissection into the avascular (Fig. 4, D) region, so im- 
portant in the low flap operation. 

The bladder is completely freed from the cervix and pushed away from it in such 
a manner that the peritoneum at the posterior edges of the bladder forms a narrow 
ribbon strip laterally. The upper flap, as in the low flap operation, is bluntly 
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dissected superiorly to provide ample exposure (Fig. 4, D) of the lower uterine or 
al segment. The superior parietal and the visceral peritoneum (Fig. 4, 4 and D) 


cervic ; P 
in the midline, elevated, and a running single mattress stitch is 


are now coapted 
started, whose short end is caught and tied every fourth stitch, so that each single 
suture is continued around bilaterally until the lateral angles are reached. Here a 
finger is placed under the peritoneum, which comes to a ribbonlike band to cross 
the bladder (Fig. 5). This is freed laterally at the edge of the bladder both 
superiorly and inferiorly (Latzko region) and eut across (Fig. 5) so that the 
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Fig. 4.—Vesicouterine fold of peritoneum (D) opened transversely (as in the low 
flap operation) and stitched to superior parietal peritoneum (A), to exclude peritoneal 
cavity (BC). 


- 





Rosch... 





Fig. 5.—The visceral peritoneal bridge, which varies in width (C—D) in different 
cases, being cut at the closed apex of suture (S), after completed stitching of parieto- 
visceral peritoneal layers (AE), which then excludes bilaterally and entirely the 
peritoneal cavity from the lower uterine segment (B). [The artist has depicted the 
scissors cutting too far towards the midline, instead of at the apex (S)]. 
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suture may create a closed apex or angle. Thus the visceral and parietal layers, 
now approximated and forming a horseshoe, completely exclude the peritoneal 
cavity bilaterally and mobilize the bladder free from the abdominal eavity 
(Fig. 6, D). The closed angles which permit perfect elasticity and stretching of 
the suture line superiorly now drop back, exposing the lower uterine or cervical 
segment (Fig. 6, B). They form a loose, flexible peritoneal wall (Fig. 6, 4) whieh 
will not be subject to tension during the delivery. <A strip of two-inch gauze is 
placed over the superior flap to protect it from abrasion. The bladder, being free 
and mobile, is pushed under the symphysis and a retractor placed for the delivery, 
The raw surface of lower uterine segment is sponged with a laparotomy pad, the 
presenting part palpated, and the suction apparatus tested. 

A one-half inch incision is made in the lower uterine segment (Fig. 6, C) and the 
suction tube inserted to drain the amniotic fluid, unless the membranes have been 
ruptured previously. The transverse incision, as advocated by Phaneuf, curved 





Fig. 6.—The protective gauze strip (A) placed over the parietovisceral peritoneum. 
The mobilized bladder (D), just before a retractor hides it under the symphysis. 
Lower uterine segment (B) above curved cervical incision (C). 


outward and upward, is extended slowly with bandage scissors, so that all bleeding 
vessels may be clamped and ligated, thus keeping the field dry. Suction and 
laparotomy pads are both helpful, and mattress sutures may be used if necessary. 
Several sutures left long on the superior margin act as tractors after delivery. 
After removal of the initial gush of amniotie fluid and blood, by suction, the 
palpating hand is inserted into the incision to rotate the caput if necessary to an 
anterior position. This is sometimes facilitated by pushing the vertex up out of 
the pelvis. Some prefer to use only one blade as a vectis. In difficult cases an 
Allis clamp may be used to steady the head while forceps (Tucker-MeLane 
solid blades) are applied and delivery accomplished with the aid of fundal and 
lateral pressure (Fig. 7). It should be emphasized that reckless speed is unneces- 
sary, as the baby still has an attached umbilical cord. One-third grain of 
pantopon and 1 c.c. of pituitrin are given routinely with delivery of the infant. 

Gentle traction on the previously placed tension sutures (Fig. 6, C) is usually 
sufficient to control hemorrhage, while one hand is inserted into the fundal cavity and 
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the other externally massages the uterus until expulsion of the placenta is accom- 
plished. When the uterine cavity is known to be infected, however, it should not 
be invaded by the exploring hand. Constant pressure on the fundus after the 
placenta is out forces the line of incision up into full view and simplifies the closure. 






, 
; %. or 
ASSIST T ASSIST 
OPERATOR 
Nig tie y va 
; Fig. 7.—After the vertex is dislocated out of the pelvis up into the wound and forveps 


applied, fundal and lateral pressure facilitate the extraction. 








age 


Fig. 8.—Parietovisceral fold (A) is brought down and stitched to bladder peritoneum 
(B), or to (C) if (BC) is too wide. 
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If bleeding is excessive after the third stage, hot laparotomy pads are packed 
into the fundus and pituitrin injected directly into the uterus. Enough of a eon. 
tinuous strip of 2 inch iodoform gauze is packed in the uterus to distend the fundus, 
Cervical dilatation with the fingers is unnecessary, as the gauze tends to soften 
and dilate the canal so that removal of the pack after thirty-six hours is eagy, 3 
Blood clots are sponged from the soft tissues, and with traction on the primary 





lig. 9.—In clean cases bladder (B) may be left unsutured or may be stitched to the 
parietal peritoneum (A) without drainage. Insert shows uterine gauze packing, 








Fig. 10.—In infected cases drainage may be instituted either suprapubically, as a 
space of Retzius drain, or preferably through a cervical puncture, as indicated in 
the insert. 


suture line, the incision is found contracted to one-half its normal length. It is 
closed with a continuous or interrupted No. 2 catgut suture, and this is then rein- 
forced by a well-overlapped Lembert stitch which plicates the vaginal wall over the 
incision. 





The upper peritoneal flap is now brought down (Fig. 8, 4) and sewn over the 
cervical incision, including the lower edge of the bladder peritoneum in this 
closure. The upper edge of peritoneum, or bladder cap, is now attached high on 
the peritoneal wall to the urachus or properitoneal fat (Fig. 9, B), so that the 
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bladder is again restored to the peritoneal cavity, although it covers the incision with 
a double flap of peritoneum. 

Drainage is not used in clean cases, but if infection is present or suspected, it 
may be instituted by introducing a strip of rubber dam through a stab wound in the 
cervix, exercising care not to retract the tissues thereafter. This method has been 
described and advocated by Aldridge. To drain suprapubically, a small cigarette 
drain is inserted in the space of Retzius (Fig. 10). 

After removal of the lateral retractors, the recti muscles naturally approximate 
and cover the operative field, and are re-united with three interrupted mattress 
sutures, which are tied without tension. The fascia is closed by a continuous, locked 
stitch, chromie No. 2 catgut suture. The skin margins are closed with a sub- 
cuticular chromie No. 0 suture. If a suprapubic drain is used, a B & B dermal re- 
tention suture is placed on each side near the midline and tied over little gauze 
bolsters. A snug abdominal binder helps to restore the intra-abdominal pressure. 

Pantopon, gr. 14, which is given immediately after delivery of the baby, may 
be repeated every three or four hours as needed. The patient’s position should be 
changed frequently. Early active movements are advisable. The bladder should 
be catheterized every eight hours, until there is a residual of less than 25 ¢.c. of 
urine. 

COMMENT 


Although the purpose of this communication is to describe the tech- 
nical details of an operation which [ hope will serve as a contribution 
to the safety of cesarean section, it is fair to record that in a small 
series of 17 cases the mothers and babies are all alive. There were no 
serious postoperative complications. One patient remained in the hos- 
pital twenty-seven days because of mild pulmonary complications; the 
others stayed ten to sixteen days. Postoperative discomfort was absent 
even in 2 patients with moderate distention. Seven patients were 
frankly infected, one having had numerous preoperative vaginal 
examinations and 2 attempts at forceps delivery, yet she recovered 
uneventfully. In another patient the uterine artery was cut and 
sutured with no untoward sequelae. Not a single patient had a 
temperature over 102° F. for more than two days, and in some 
the temperature rose only to 100° and dropped to normal within forty- 
eight hours. One patient had a placenta previa, and sutures in pla- 
cental site helped to control the hemorrhage; a normal convalescence 
followed a single 500 ¢.c. postoperative transfusion. The babies were 
all normal, ranging in size from 514 to 9 pounds (2,750 to 4,500 Gm.), 
and required a minimum of resuscitative measures. 


SUMMARY 

A technique for cesarean section has been deseribed which: 

1. affords a more roomy elastic area than any of the other exclusion 
operations, 

2. precludes the formation of postoperative adhesive bands, 

3. eliminates the possibility of subsequent intra-abdominal hernia, 

4. minimizes trauma to the bladder and preserves the nutrition of 
the peritoneum, 

d. localizes the operative site so that the ureters and bladder are 
not jeopardized, 

6. restricts the operation to the well-oriented lower peritoneal cav- 
ity, yet provides complete peritoneal exclusion, 
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7. is equally useful in infected and noninfected cases, and is not eon- 
traindicated by breech presentation, placenta previa, and other intra- 
uterine complications. 


DISCUSSION 


DR. LOUIS E. PHANEUF, Boston.—It is important to note that all the progress 
in the development of the lower segment cesarean section has been accomplished 
during the last quarter of a century. At the beginning of this period the discussion 
centered on whether or not the low operation was superior to the high or classical 
section. During the last twenty years, careful study has been given to the low 
operation. The two most striking recent advances are the modification of the Latzko 
operation by Dr. Waters, and the modification of the Veit-Fromme-Hirst technique, 
so-called peritoneal exclusion, which Dr. Smith has presented this evening, 

Anatomically, the lower uterine segment may be reached by three methods: (1) 
The intraperitoneal method, which has given us the so-called low flap cesarean section, 
which may be done with a longitudinal incision, as advocated by Beck and DeLee, 
or with a transverse incision which I have preferred to use since 1926. This method 
may be used as an operation of election or when a test of labor has been given 
under clean conditions. (2) The peritoneal exclusion technique, the so-called Veit- 
Fromme-Hirst operation, which Dr. Smith has modified by using a transverse instead 
of a longitudinal incision. This is especially useful in the woman who has had a 
long labor and is presumably infected. The peritoneal exclusion may protect a 
parturient from peritonitis even when there is suppuration and a breaking down 
of the abdominal and cervical incisions as in a case I have observed. (3) The true 
extraperitoneal cesarean section, represented by the Latzko procedure and its modifiea- 
tion by Dr. Waters, reserved usually for badly neglected and infected cases. It is 
interesting to me to note that in the two most recently developed techniques, those 
of Drs. Waters and Smith, the transverse incision in the segment has been substituted 
for the longitudinal or vertical. 

Dr. Smith mentions three definite objections to the Veit-Fromme-Hirst operation, 
namely (1) fixation or the facing of the uterus to the anterior abdominal wall, (2) 
endometriosis in the abdominal scar, and (3) abdominal adhesive bands. The 
first objection is a definite one, and his operation overcomes that entirely. To me 
this is the most important advantage of his method. I personally have not met 
endometriosis of the abdominal scar as yet. I have delivered several women who 
had had a previous Hirst peritoneal exclusion, by the transverse cervical cesarean 
section, and in each instance resected the peritoneal bands, varying in width, which 
extended from the abdominal wall to the edge of the bladder. The second cesarean, : 
in my experience, was not particularly difficult to do. However this may be, I can 
visualize Dr. Smith’s procedure as preventing the formation of these bands, which 
may lead to intestinal strangulation, as reported in his paper. His operation im- 
presses me as having so many advantages over the one which I have used in the 
past, that I know I shall adopt it in my practice. 

Since Dr. Smith’s operation is a form of peritoneal exclusion, I should like briefly 
to present my own statistics, bearing in mind that my patients were operated upon 
with a longitudinal incision. I have performed 70 Veit-Fromme-Hirst operations, 
and have delivered 71 infants, there having been one set of twins. There were 6 
maternal deaths, or 8.5 per cent. In my own work this method has been reserved 
for those parturients who were long in labor and considered presumably infected, 
some of them having had attempts at delivery in their homes. In my series the 
longest labor was seventy-two hours. There were 7 fetal deaths in 71 children born, 
there being one set of twins. 


DR. JAMES A. HARRAR.—It was twenty-five vears ago that I heard Barton 
Cooke Hirst first describe his peritoneal exclusion operation at a meeting of the 
New York Lying-in Alumni. I had already performed a similar operation, but did ; 
not then know it was a new one. 

Dr. Smith very adroitly moves the Hirst operation down from the original site 
to the safer lower uterine zone behind the bladder, but I think the special point 
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in the success of his operations is the ingenious way in which he severs the bladder 
peritoneum on each side, so that after the visceral and parietal peritoneum are 
sutured, together with his complete mobilization of the bladder superiorly and, 
especially, laterally, he secures a very elastic opening, through which he may extract 
the baby. 


DR. SAMUEL A. COSGROVE.—Dr. Smith has presented an exceedingly careful, 
meticulously worked-out combination procedure to expose the best part of the 
uterus, through the peritoneal cavity, but absolutely protecting the latter. If 1 
may be permitted to use one of his slides, however, I would like to point out what 
I think is the superiority of an operation that I am naturally prejudiced in 
favor of, since it was developed in our own clinic. 

Dr. Smith in his opening remarks included our operation with all the older 
types that attempt to go through the lower uterine segment extraperitoneally, by 
saying that Dr. Waters had in his reported series of cases a few injuries of 
the peritoneum. In that series we also have had a few injuries of the bladder, 
one or two of which I have been responsible for. But I feel it is more desirable, 
in spite of occasional accident, to make the approach truly extraperitoneal. 

I think you will recall the slide in which Dr. Smith showed a division of the 
lateral strands of peritoneum from the bladder. At that stage of his operation, 
just before he ties his exclusion suture, you will note that he has denuded the 
entire posterior surface of the bladder of peritoneum, and the anterior surface 
of the bladder has been freed; and by a clever and, so far as I know, original 
attempt to insure that there be no opportunity for herniation after the exclusion, 
he divides the peritoneum at the upper outer angle of the bladder, and includes this 
little flap in with his suture. Now, that is a very critical part of his technique. 

Dr. Waters, by an approach from below and by a technique certainly no more 
dificult or time-consuming than Dr. Smith’s, has first denuded the anterior 
surface of the bladder, then successively denuded the lateral aspect, the posterior 
surface and the fundus, approximately to the midline. 

Both methods therefore give approximately the same mobilization and extent 
of peritoneal denudation of the bladder, and similar exposure of the lower uterine 
segment, but, whereas Dr. Smith has a half circle of incised and artificially 
closed peritoneum about his field, Dr. Waters provides an intact peritoneum. There is 
an equal amount of room between the uterine incision and peritoneal apron 
in both cases. The peritoneal apron is just as unsusceptible of injury in the 
extraction of the baby’s head in one technique as in the other. The outstanding 
advantage of the Waters technique over the other is that the peritoneal apron 
is intact, and relatively untraumatized. 

If the peritoneum be accidentally opened in the Waters technique, however, it 
is always a small rent, as compared to the extensive incision thereof made in the 
Smith technique. It, like the incision of the peritoneum in Dr. Smith’s operation, 
may be sutured before the uterus is opened. If this is done, we have a short line 
of such suture closing the peritoneal cavity, instead of the long line of similar 
suture used in the Smith technique. 


DR. ALBERT H. ALDRIDGE.—If any exclusion operation is to satisfy the 
purpose for which it is intended, the line of suture between the visceral and 
parietal peritoneum must be such that it will not allow contamination of the 
general peritoneal cavity either before or after delivery of the baby. 

Following delivery, the body of the uterus normally undergoes firm contraction 
and marked reduction in size, and the entire organ becomes freely movable. Some 
of the exclusion techniques that have been described and especially those used 
to exclude an incision in the body of the uterus, may fail because the peritoneal 
suture line is much distorted after delivery. Furthermore, manipulation neces- 
sary to deliver the baby and placenta may place so much tension on the sutured 
peritoneal margins that they may be accidentally torn. 

The exclusion technique just recommended is more likely to succeed than some 
of those previously described because the procedure utilizes the loose peritoneal 
folds about the bladder and lower uterine segment. It also takes advantage of 
the established benefits of uterine incision in the lower segment. 
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In view of the procedures which have been developed in the past few years 
to prevent contamination of the peritoneal cavity, there seems little excuse for 
subjecting an infected or potentially infected patient to the additional risk of a 
transperitoneal operation when condiitons demand that she be delivered by the 
suprapubic route. An operation which successfully excludes the general peri- 
toneal cavity is a step forward, but it seems certain that some type of extra- 
peritoneal operation will eventually be accepted as the proper procedure for 
such a case. 

At the Woman’s Hospital, we have done approximately 50 extraperitoneal 
operations with but one maternal death. This death was due to embolism in a 
patient whose temperature was normal and who appeared to be doing well. 

Obstetricians have little opportunity to familiarize themselves with the extra- 
peritoneal technique because so few cases demand such treatment. Experience 
has proved that the technique of this operation is not too difticult and that it 
‘an be easily and safely carried out by those who have had training and ex- 


perience in operative gynecology. 


DR. EDWARD G. WATERS.—There is no comparison between the morbidity 
and, in the long run, the mortality following classical section as compared with 
a lower uterine segment operation. The safety of the low transverse cervical 
segment incision, especially as popularized by Phaneuf and Irving in Boston, 
and more recently in other parts of the country, has been repeatedly impressed 
upon my mind. In a group of 25 ruptures of the uterus which we have encountered 
in the past eight years, 5 of them followed classical cesarean section. One case is 
worth recounting. This was a patient who had had a classical cesarean section 
operation, then a low transverse cervical segment operation and then a third 
pregnancy. She ruptured her uterus at the site of the initial classical section 
sear. 

The question arises as to whether an exclusion operation offers any special 
advantages; whether it is easier, or as safe as a true extraperitoneal operation. 
I still think the technique Dr. Smith has evolved lacks the safety, ease, and 
speed of a true extraperitoneal operation. With Dr. Smith’s operation, by the 
time the uterus is opened we have an occluded peritoneal surface, but it is one 
which has suffered multiple needle punctures during suturing, and we are relying 
upon it to bar bacterial extension of infection from the to-be-infected wound 
area to the general peritoneal cavity. If one can go a little further than Dr. 
Smith and can make the operation completely extraperitoneal, without added hazard 
to the mother or baby, I think that is far preferable. 

I think the exclusion operation is an advance over the low transverse cervical seg- 
ment incision operation, just as that was an advance over the classical operation. 
But I believe you should go the whole distance and keep the operation entirely 
extraperitoneal. 

I thought the principle of operation which I had the privilege of presenting 
here last January was new, but on working back in the literature, I found it to be 
quite old. It was first suggested to De Wees by Physick in 1824, and that is a 
long time ago. In struggling through the literature after doing about 20 eases, it 
was disclosed that a similar approach was attempted by other operators, but they 
failed to follow certain well-defined, we think, anatomic facts in making the 
operation truly extraperitoneal. This was the experience of Frank, Sellheim, 
and others. 

With one exception, in our series of more than 70 cases several accidental peri- 
toneal punctures occurred before the uterus was opened. This is an important point 
because the field you are operating in is still bacteriologically clean. These open- 
ings are usually small and are picked up and immediately tied off (not sutured with 
a needle) and then the operation proceeds. With one exception, we have not opened 
the peritoneum subsequent to opening the uterus, which makes it truly an extra- 
peritoneal operation. As yet, I have not injured the bladder but expect to at some 
time or other. However, as you know, bladder injuries are repaired without too 
much difficulty by inversion suture and heal fairly promptly. 
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I note that in the 70 cases done with the exclusion operation by Dr. Phaneuf, 
of the 6 maternal deaths only 2 were ascribed to local infection. We have had 
over 70 eases done by the extraperitoneal technique we recommend, and one 


patient died of heart failure while being operated upon. 


DR. CLAUDE E. HEATON.—We have heard so much about the older men 
that perhaps it would be worth while to mention that the first three successful 
eases in the world were done by members of this Society. The first successful 
operation of the extraperitoneal variety was done by Skene of Brooklyn, 
the second by Gaylord Thomas at the old Nursery and Child’s Hospital, and the 
third by Jewett of Brooklyn. 


DR. GEORGE W. KOSMAK.—I cannot approve the condemnation of the old 
classical cesarean section. 

It may be that the low flap and various other ways of entering the uterus are 
desirable. Yet it seems to me that the indications are limited to a comparatively 
small group of cases. We should select the cases more carefully in which these 
various types of operation are to be done. If we avoid the conditions which 
require these procedures, we will probably get better results with the classical 
cesarean section. 

The classical cesarean is done rapidly and can be done without much difficulty 
hy most operators. Especially if an incision higher in the abdomen is employed 
there rarely develop any adhesions between the uterus and the abdominal wall, 
because the uterus sinks very promptly. 

The classical cesarean section offers a special facility in sterilization by tying 
off the tubes. It is my belief that no woman should have more than two or 
possibly three sections, 


DR. SMITH (closing).—Recently I have performed 6 transcervical extra- 
peritoneal operations in potentially infected cases, as advocated by Dr. Cosgrove, 
without entering the peritoneal cavity, but in 2 of them I accidentally opened 
the bladder. In these 6 cases I found that the operating time was increased 
from the usual thirty minutes to about an hour, probably because of the extra- 
ordinary care exercised in completely detaching the peritoneum from the bladder. 
There was little difference in the postoperative comfort and morbidity in these 
eases and those in which I used the technique described in my paper. I do 
believe that if one ean do the extraperitoneal operation rapidly and without in- 
jury to the peritoneum or bladder, it is an excellent procedure in infected eases; 
but I also think that if the peritoneum is accidentally opened, considerable time 
may be saved by converting the operation into a peritoneal exclusion, and omitting 
the complete dissection of the peritoneum from the bladder because, as Dr. 
Waters has stated, the peritoneal cavity is closed before the infected uterus is 
opened. 
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Tausch, M.: Endometriosis Externa With Consideration of Cases of Unusual 
Localization, Arch. f. Gynik. 168: 8, 1939. 


A number of cases of endometriosis are reported and described in detail. The 
author reports several cases where endometriosis was found in the abdominal wall, 
the umbilicus, and drainage wounds following appendectomy, and the fossa ovalis 
femoralis. The author concludes after a careful analysis of these cases that in 
them the endometriosis probably was transmitted by way of the lymphatics rather 


than by direct extension, implantation, or heterotopy. 


RaupH A. ReEIs. 








THE ADVANTAGES OF VAGINAL APPROACH TO 
PELVIC PATHOLOGY* 


LEONARD AVERETT, M.D., F.A.C.S., F.1.C.S., PHILADELPHIA, Pa, 
b b 
(From the Gynecological Departments of St. Luke’s and Children’s and Northern 
Liberties Hospitals) 


HE nature and extent of pelvic pathology is determined, in most 

part, by vaginal examinations. It was logical, then, for the early 
eynecologists to adopt and develop the vaginal approach in the 
surgical treatment of diseases of the pelvis. There was born a great 
American school of vaginal surgery, limited in its beginning to the 
simplest of plastic operations and to the puncture of a pelvic abscess, 
but developing to a degree that the most extensive vaginal hysteree- 
tomies were the goal in all good elinies. With the perfecting of the 
abdominal section, it was natural that the adventurous spirit of the 
surgeon led him to forego the tried fields of vaginal surgery to ex- 
plore the newer field of the abdominal cavity. Times made him an 
abdominal surgeon, and except for plastic work, vaginal surgery was 
almost entirely neglected. When the gynecologist started performing 
abdominal surgery he soon found that he must perfect his diagnostic 
skill and operative technique to cope suceessfully with all surgical 
conditions of that cavity. This era marked the passing of the 
gynecologist and the general surgeon, though neither would admit it, 
and the birth of abdominal surgery as a distinct specialty. 

When people became appendicitis conscious, the removal of a non- 
offending appendix in the course of any abdominal operation became 
a required routine. As a matter of fact, the statement that ‘‘the 
appendix will be removed at the same time’’ was often the determining 
factor in obtaining consent to an operation. This type of prophylactic 
surgery grew in popularity, and we soon saw the abdominal surgeon 
enlarging the incision, exploring every corner of the cavity in a search 
for pathology that could be removed. This was the era of ill-advised 
multiple operations, but it chained the gynecologist to the abdominal 
surgery. 

Fortunately a few clinics kept alive interest in vaginal approach 
to pelvic pathology, so that when the question arose as to the virtue 
of total versus subtotal hysterectomy, vaginal surgeons had the eor- 
rect answer. Consequently, a great impetus in the interest in and 
application of vaginal hysterectomy resulted. Abdominal surgeons 
were compelled to meet this challenge, and consequently there has 
been a marked advancement in technique with a lowering of a former 
prohibitive mortality in complete abdominal hysterectomy. 

Most of the recent papers on the vaginal approach to the pelvis 
deal almost exclusively with hysterectomy. While hysterectomy in 

*Read at a meeting of the Philadelphia Obstetrical Society, December 7, 1939. 
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AVERETT : 


our series is the most frequently performed operation, it is the purpose 
of this communication to consider the vaginal approach in a broader 
sense and to show its advantages in attacking, with certain exceptions, 
most pelvie pathology. 

To make our position clear and to avoid any miseconeeption of our 
theses, it should be stated that we are in no sense condemning abdominal 
section or suggesting that it should be abandoned for the vaginal 
approach. While we are enthusiastic as to the vaginal operation, and 
as our experience grows we use it more and more, our abdominal 
operations still exceed those done by vaginal route. Vaginal opera- 
tions have their advantages, but at the same time their limitations. It 
may seem heretical to those who operate only by the abdominal ap- 
proach, but the same statement is applicable to abdominal section. As 
a matter of sheer truth, one does not enter into competition with the 
other. Each has its indieations and to use one when the interest of the 
patient dictates the other is poor surgery. To paraphrase Richard- 
son: A gynecie surgeon should exact of himself and his staff as a 
minimum standard of skill, a mastery of a technique to approach with 
equal facility, the pelvis by either the abdominal or vaginal route. 

This study is based on an experience of 1,060 patients operated upon 
by the vaginal approach. The indications for operation, the primary 
and additional operative procedures together with the morbidity and 
mortality are shown in Tables I to IV. 











INDICATIONS FOR OPERATION AND ASSOCIATED PELVIC PATHOLOGY 
ENCOUNTERED 


TABLE I. 














Adenomyoma of the uterus 2 
Badly lacerated diseased cervix in or about the 32 
menopause 
Chorionepithelioma of the uterus ] 
Carcinoma of body of uterus 6 
Fibromyoma of the uterus 625 
Fibromyoma of the uterus fixed to anterior ab- 1] 
dominal wall by previous operation 
Fibromyoma of the uterus and bilateral choco- S 
late cysts of ovaries 
Fibromyoma of the uterus and ovarian tumors 28 
Fibromyoma of the uterus and chronic bilateral 37 
tubo-ovarian disease 
Hyperplastic or fibrotic uteri with excessive 129 
bleeding about the menopause 
Ovarian cysts 
Serous 14 
Dermoid 8 
Twisted on pedicle 10 
Prolapse of uterus 100 
Prolapse of uterus with carcinoma of cervix 3 
Prolapse of uterus after an interposition operation 4 
Retroversion of uterus 10 
Sterilizations 8 
Tubal pregnancies 
Ruptured 8 
Tubal abortions 11 


Unruptured 
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TABLE II. PRIMARY OPERATIONS 








Vaginal hysterectomies 4 °° 
Salpingectomies for tubal pregnancy . 24 
Myomectomies . 12 
Sterilization 8 
Shortening of round ligaments 10 
Ovarian cystectomies 32 





TABLE III. AppirioNAL OPERATIVE PROCEDURES 











Removal of one or both tubes 130 
Removal of one or both ovaries 153 
Plastic on urethra for incontinence 64 
Posterior colpoperineorrhaphy 780 
Repair of complete perineal tear ! 
Preliminary episiotomy 62 
Removal of Bartholin cyst 5 


Repair of inguinal hernia () 
Repair of umbilical hernia 5 
Appendectomy 8 
Anterior colporrhaphy 8 





TABLE LV. POSTOPERATIVE COMPLICATIONS 








Temperature over 100.6° F. for one or more days due to: 


Femoral thrombophlebitis 12 
Cystitis 58 
Probably due to wound infection, low grade 170 
Tonsillitis 4 
Bronchitis 12 
Uremia and pneumonia | 
Peritonitis I 
Deaths 3 


We feel that this experience is extensive and varied enough to 
warrant certain conclusions: 

As a general proposition, vaginal section is superior to the abdominal 
in that it carries a lower mortality and morbidity rate. This is proved 
by a study of comparative statisties and by our own experience. There 
were three deaths in our series, a patient mortality rate of 0.28 per 
cent. Naturally we saw to it that the patients were put in the best 
operable condition possible, but in no sense were these cases hand- 
picked. The character and extent of pathology was on a par with any 
similar number. of patients operated upon in any exclusively ab- 
dominal clinic. As we presented the subject of vaginal hysterectomy 
hefore this Society several years ago, we will not discuss that phase 
of the subject except to reiterate that another advantage of vaginal 
section is that, when a hysterectomy is done, it is always a complete 
one. One of the pleasantest experiences with the operation is the 
extreme satisfaction of the patients. The absence of an incision and 
sear, the postoperative comfort and the rapid convalescence, are 
important considerations, but what is more advantageous is that 
the patient does not have to face the possibility of adhesions and in- 
cisional hernia. 

Inhalation anesthesia and the Trendelenburg position are never 
necessary, so that postoperative pulmonary complications seldom oe- 
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eur. As a matter of record, only one case of pneumonia developed in 
our series. I’or a number of years we have used spinal anesthesia, with 
hoth safety and satisfaction, almost exclusively in all our abdominal 
and pelvie surgery. Most of the operations in this series were done 
under spinal anesthesia without an anesthetic death or a morbidity 
traceable to the anesthetic. Rectal avertin, sacral and local anesthesia 
can be used with satisfaction. The wide choice of anesthesia and the 
lessened amount of anesthetic required was in our experience a distinet 
advantage in evaluating risks of operation. The safety of anesthesia 
and the absence of shock widen the scope of operability so we were 
able to operate successfully on patients, who on account of advanced 
age or physical disabilities, did not lend themselves to abdominal see- 
tion. 

It is the common experience that the majority of gynecologic 
patients, when operated upon, require a vaginal plastic in addition 
to the correction of pelvic pathology. This is to be expected, as the 
most common cause of pelvic pathology is childbearing. The economy 
in time, the safety factor and the facility of operation make for 
superiority of the vaginal approach when the combined operations are 
performed. 

We have outlined, rather briefly, some of the advantages of vaginal 
approach to pelvic pathology under the heading of lower mortality and 
morbidity, complete hysterectomy, the absence of incision, wider scope 
of operability and choice of anesthesia, and facility in performing 
pelvic and vaginal plastic operations. These advantages of vaginal 
approach are beyond question, but to be of any real value it must be 
generally applicable to the correction of pelvic pathology. In our 
series we encountered practically all pelvie pathology commonly met 
with. There were 21 separate indications for operation which were 
met by 1,060 primary, and 1,225 additional, operations, or a total of 
2,285 operative procedures. Surely such a record, with but three 
deaths, shows not only the scope but the safety of the vaginal ap- 
proach. 

We have already stated that our enthusiasm for vaginal section 
has not blinded us to its limitations and contraindieations. As a 
matter of fact, surgical judgment and experience have shown that 
neither vaginal nor abdominal section has a universal application. 
All of our patients are prepared for both vaginal and abdominal ap- 
proach, and often the decision as to method was not made until the 
patient was examined under the anesthetie. 

It is the experience of all gynecologists that many of their patients 
present positive or suggestive abdominal pathology in addition to the 
pelvic lesions. While the pelvic pathology in many of these eases 

could be removed through the vagina, they unquestionably are best 
treated by abdominal section. We are decidedly against making 
raginal section a bag of tricks and exploiting the legerdemain of the 
surgeon instead of his matured judgment. 

Better results can be obtained in correcting some pelvic lesions by 
abdominal section, and, of course, the interest of the patient dictates 
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that the best operation should be selected; for example, retrodisplace- 
ment of the uterus. It will be noted in our series that the round liga- 
ments were shortened ten times. In these eases the recession of the 
uterus was not complete, and the operations were done in connection 
with vaginal plastic surgery. During the same period, we operated 
upon many more such patients through a Pfannenstiel incision, be- 
cause we believe that the best operations for the correction of this 
lesion can satisfactorily be performed only through an abdominal ap- 
proach. 

Our experience has also taught us that when reconstructive surgery 
is required on the ovaries, tubes, or uterus, better exposure which 
facilitates the operation can be secured through the abdominal in- 
cision. This is definitely true as regards the tubes and ovaries, but 
only relatively so as regards the uterus. Our records show that 12 
myomectomies were done by the vaginal route. 

Thirty-two ovarian cysts were removed vaginally, but we subscribe 
to the surgical axiom that ovarian eysts should be removed intact, 
and that is best aeecomplished by abdominal section. That it is always 
so accomplished is, of course, not true, and that the cyst frequently 
ruptures, but that soiling, happily, is not always a fatal accident. If 
soiling does occur, it is less serious if it happens in the pelvic rather 
than in the abdominal cavity. These observations have given us the 
temerity to operate upon a few selected patients by the vaginal route, 
while subseribing to the general principle that ovarian cystic tumors 
are best approached by abdominal incision. 

We have discussed the surgery of fibroid tumors in a previous com- 
munication. We hold as a general principle that uncomplicated tumors 
up to the size of a four months’ pregnancy are best removed by vaginal 
hysterectomy. We, as well as many other surgeons, have successfully 
removed by moreellation much larger tumors, but some limit of 
general operability must be placed, so that surgical skill does not 
degenerate into a mere exhibition. We have tried to observe this rule 
and most of the 709 fibroid tumors of the uterus, removed by vaginal 
hysterectomy in our series, came within this category. Our large and 
complicated tumors were removed in most part through an abdominal 
incision and not infrequently by an incomplete hysterectomy. Time 
will not permit a discussion of other limitations and contraindications 
to vaginal approach, such as extensive anorectal pathology, widespread 
pelvic inflammatory disease, and the old endometriosis. 

While our experience has taught us that vaginal section can be 
applied to almost all pelvic lesions, it is without a peer in solving certain 
definite problems. Table II shows that twenty-four ectopic preg- 
nancies were operated on successfully through the vaginal route. A 
simple posterior colpotomy makes positive the diagnosis, and a slight 
enlargement of the incision will permit the removal of the damaged 
tube and the establishment of dependent drainage, as accurately, as 
adequately, and more safely in one-third the time than if done by 
abdominal section. 
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Eight sterilizations were performed through a vaginal incision. This 
is such a minor procedure when done through the vagina that one is 
hardly justified in opening the abdomen when tubal sterilization is 
the sole indication for operation. 

Nonneoplastie uterine bleeding during or near the menopause was 
the indieation in 129 of our operations. These were all vaginal 
hvsterectomies with or without the preservation of the ovaries, de- 
pending on the age of the patient and the ovarian activity. We have 
given up the use of x-ray and radium in the treatment of patients of 
this type. We have demonstrated that vaginal hysterectomy is as 
safe as irradiation, and further that hysterectomy gives complete 
protection against the development of cancer. When we save function- 
ing ovaries, we are not plagued by endeavoring to control irradiation 
menopausal symptoms. 

The cure of uterine and vaginal prolapse resolves itself into two 
eroups: Women in the childbearing period and those beyond that 
period. We now limit ourselves to two operations which fully meet 
the requirements in these two groups: The Manchester operation in 
the childbearing woman and vaginal hysterectomy and vaginal-bladder 
interposition of the united broad ligaments in the women near or past 
the menopause. We no longer use the Watkins operation, because of 
the frequent and oftentimes serious late complications, and because 
the retention of the uterus is not necessary to the success of a prolapse 
operation. We report in this series one hundred and seven (107) cases 
of complete prolapse of the uterus operated on by vaginal hysteree- 
tomy and interposition of the ligaments without a death or a known 
failure. We are not reporting our Manchester operations as they do 
not come within the purview of this communication. 

As a real cancer prophylactic we advocate, when the cervix is so 
diseased as to require a high amputation, that the whole uterus be re- 
moved. Our experience has shown, especially in women in or near 
the menopause, that vaginal hysterectomy can be done as safely and 
with far less morbidity than the high amputation. Extensive disease 
of the cervix was the primary indication for operation in 32 of our 
cases. Of course, in many of our other hysterectomies, the condition 
of the cervix was an additional indication for the operation. 


SUMMARY 

We report a series of 1,060 patients operated upon by vaginal section 
for 21 distinct pelvie lesions. In the correction of those primary 
lesions and associated vaginal and pelvic pathology, we did a total 
of 2,285 surgical procedures. Three patients died, a patient mortality 
of 0.28 per cent. 

We have endeavored to present fairly the superiority of the opera- 
tion in general, its particular value under certain conditions, and its 
limitation and contraindications. A perusal of the literature will show 
that it has never lost its popularity in European clinics, but that it is 
being neglected in American clinics. We hope that our experience, 
as well as that of other reporters, will stimulate greater interest and 
use of the vaginal approach to pelvic pathology. 

2106 Spruce STREET 
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DISCUSSION 


DR. HOWARD C, TAYLOR, JR.—Dr. Averett’s paper is based on over 1,000 
sases so that his statistics are necessarily important. Only 3 deaths in such a 
series is a considerable accomplishment. There is a question, however, whether 
a similar group could not be treated abdominally with a similar low mortality, 
It must be noted that a series of cases selected for vaginal operation necessarily 
omits many of the most serious cases. The carcinomas of the ovary, the most 
difficult fibroids, and the severest cases of pelvic inflammatory disease are those 
which produce the greatest mortality in gynecologic surgery, and these necessarily 
appear only in series of abdominally treated patients. I believe that a mortality 
similar to that reported by Dr. Averett for the vaginal approach could be ob- 
tained by an experienced operator through the abdominal route in a similar group 
of cases. A possible exception is that in some older women in whom there is a 
grave medical risk you may be able to do the vaginal operations with a lower 
mortality. 

I would be interested if Dr. Averett would give us an idea whether the vaginal 
approach is generally applicable or should be reserved for those men who have had 
a great operative experience? Should the vaginal technique be part of our 
resident teaching and should the occasional operator, who does 20 to 30 gynecologie 
operations a vear, attempt this work or restrict himself to the simpler abdominal 
approach ? 


DR. GEORGE OUTERBRIDGE.—I wish that Dr. Averett would say more about 
the limitation of the size of cysts removable through the vagina and the question 
of adhesions, which are exceedingly common in ovarian cysts. 


DR. WILLIAM R. NICHOLSON.—I cannot conceive of attempting to remove 
fibroids by the vaginal route. Morcellation through the vagina would, in the 
event of a fatality, be a good cause for a suit for malpractice, and those cases 
of fibroid which can be removed without morcellation through the vagina do 
not in many instances need operation at all. 

The convalescence from abdominal hysterectomy in good hands is so simple 
that it is inconceivable to me why anyone should attempt to do this operation by 
any route except through the abdomen. There is no question that in rare cases 
vaginal hysterectomy has its place. The vaginal approach to pelvic inflammatory 
disease, to ovarian cysts, or to ectopic pregnancy is entirely unjustifiable. 


DR. AVERETT (closing).—We have removed tumors the size of a six and 
seven months’ pregnancy, but we do not recommend this as a general practice. 

Cases of pelvic inflammatory disease are in the main not suited for vaginal 
operations, and are best treated by supravaginal hysterectomy. On the other 
hand, simple adhesions are not a deterrent and can be coped with as well vaginally 
as abdominally. 

All of our patients are prepared for the abdominal as well as vaginal section, 
but so far we have not started an operation vaginally that we have not com- 
pleted vaginally. 

The size of the myoma is not so important as the associated complications. 
Multiple fibroids of the subserous type are as a rule not hard to remove. The 
intramural type, however, are at times difticult. The beginner in vaginal surgery 
should limit himself to the removal of the freely movable uterus, not larger 
than a three or four months’ pregnancy. As his experience grows, he can remove 
the larger and more complicated pathology. Vaginal surgery is only for the 
man who devotes himself to extensive gynecologic surgical practice. Otherwise 
he will not have the experience to develop the skill required in this work. 

A freely movable ovarian cyst, or when twisted on the pedicle and in the 
cul-de-sac, is very easily removed. As the sac comes down, and if there are ad- 
hesions, you see them and they can be resected with as much ease as through 
the abdomen. 

















THE EFFECTS OF DI:ETHYL STILBENE (STILBESTROL) 
ON MENOPAUSAL SYMPTOMS* 


JouN HuperMan, M.D., FLA.C.S., AND M. Jonas Cotmer, M.D., 
Newark, N. J. 
(From the Department of Gynecology and the Division of Laboratories, 
Newark Beth Israel Hospital.) 


DENTIFICATION and synthesis of the estrogenic hormone of the 

ovary! have radically changed the therapy of menopausal complaints. 
A most recent addition to our armamentarium is the synthetic estrogenic 
preparation 4-4, dihydroxy-a, B-diethy] stilbene, known as ‘‘Stilbestrol.’” 

During a study of the relationship of estrogenie¢ activity to carcino- 
venesis, Dodds* discovered that this preparation possessed estrogeni¢ 
activity 214 to 3 times as potent as crystalline estrone. It exhibited 
all the physiologic properties of natural occurring estrogens. This 
was confirmed by Guldberg,* and more recently, by the British writers, 
MaeGregor and Winterton,’ Bishop,’ Kellar and Sutherland.‘ 


PATIENTS TREATED 


Seventy-seven patients were treated with this synthetic estrogen, stilbestrol.t 
Forty-four, or 57 per cent, were cases of natural menopause, 25, or 33 per cent, 
were surgical and 8, or 10 per cent, were radium castrates. 


METHOD AND DOSAGE 


Thirty-two patients received stilbestrol hypodermically. After much trial, it 
was found that 0.4 mg. three times weekly for 18 injections was adequate for 
the control of symptoms. Some patients responded to smaller doses, while others 
required quantities even up to 5 mg. 

Thirteen patients were treated with oral medication alone, the dose ranging 
from 1 to 4+ mg. daily. Some changes were noted soon after medication was 
started and the improvement continued for three to ten weeks. 

In 11 patients with pruritus vulvae, the stilbestrol was administered by vaginal 
suppository; one in the morning and one at night for a period of from two to 
five weeks. Relief of the itching was noted in all but one instance. 

Kleven patients with vaginitis received a combination of hypodermic medica- 
tion and suppositories, the 0.1 mg. suppository being administered each evening, 
and the hypodermic dose of 0.2 mg. being administered three times weekly for 
a period of three to ten weeks. The itching was promptly relieved, with rapid 
changes in the vaginal epithelium. Vasomotor symptoms responded more slowly. 

Ten menopausal patients were treated by a combination of oral and hypo- 
dermie methods. One milligram tablet was given each evening, and an injection 
of 0.2 mg. administered three times a week for a period of three to ten weeks. In 
these cases relief was obtained more rapidly than by oral medication alone. 

*Read at a meeting of the Clinical Society of the Newark Beth Israel Hospital, 
October 4, 1939. 

For the stilbestrol used in this investigation we are indebted to Dr. J. Morrell of 
Ek. R. Squibb & Son. 


*Stilbestrol was used in the form of: Tablets containing 1 mg. vaginal supposi- 
tories containing 0.1 mg.; ampoules of 0.2 mg., 1 mg., and 5 mg. 
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Since many observers®-!1 have reported that in vaginitis better results were 


obtained with estrogens in the form of local suppositories, this route was utilized 
in vaginitis, even when characteristic vasomotor symptoms were present. Stil- 
bestrol produced similar results as shown in the group in which the combination 
of suppository and hypodermic instillation was used. 


COMPLICATIONS 


Untoward symptoms of estrogen medication have been reported by Schneider,12 
These have been ascribed to overdosage in patients showing only slight degrees 
In these cases overdosage appeared to aggravate the 
In addition, new disturbances also appeared. In 


of follicular deficiency. 
menopausal complaints. some 
of our cases with slight symptoms, we observed undesirable ‘‘side effects,’’ due 





to overdosage (see Table TITA). 


In 20 of our 77 patients uterine bleeding, 3 to 4 pads a day, occurred, but in 


no case was the hemorrhage disturbing. 
amenorrhea had been twenty-two years and the shortest, two years. 
took place between the fourth and ninth weeks in the course of 
pecially in patients who received the larger doses. 


TABLE: I. 





Several 


In these 20 eases the longest period of 
The bleeding 
treatment, es- 


arly menopausal 


SYMPTOMS AND SIGNS, BEFORE TREATMENT 


NUMBER PER CENT 
A All patients 100 
75 Nervousness 98 
70 Flushes 9] 
68 Excitability SS 
68 Fatigue or lassitude 8S 
61 Irritability 79 
56 Sleep disturbances ie 
46 Headache 62 
28 Hypertension 36 
28 Vertigo 36 
27 Crying spells on 
23 Itching (vaginal) 29 
22 Vaginal discharge 29 
16 Sweating 21 
8 Backache 10 
7 Generalized or vague pains 9 
6 Joint pains 8 
2 Rhinitis 3 








Ee 


TABLE RES 


ULTS 


PER CENT 


48 Majority of symptoms relieved _ 62 
21 -artly relieved of symptoms 28 
8 Not relieved or doubtful 10 
4 100 


PER CENT 


28 Nausea 36 
24 Pelvie or ovarian pain 31 
21 Headache 27 
1] Vertigo 14 
4 Loss of appetite 5 
2 Rash at site of injection 3 
Note: These side effects were controlled after downward adjustment of 


dosage. 
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TABLE IIIB. SIDE RESULTS AND COMPLICATIONS RESULTING FROM DOSAGE 
ACCUMULATION 














NUMBER PER CENT 
20 Vaginal bleeding or staining 26 
5 Pigmentation of nipples 6 
3 Epistaxis 4 
3 Fullness or pain in breasts + 
2 Cervical polyps 3 





cases with irregular uterine bleeding became less profuse in quantity, and more 
regular in cycle. Withdrawal bleeding occurred more frequently in this type 
of early menopausal ease. 

In our original efforts, spurred by hope of securing dramatic results, we gave 
large doses. We found that 90 per cent of those who received tri-weekly hypo- 
dermic injections of 244 mg. or more showed nausea without vomiting, pelvic 
pains, epistaxis, uterine hemorrhage, changes in the breasts and nipples, fatigue, 
vertigo, anorexia, and headache. These usually occurred after the first week of 
treatment. We questioned whether these effects were toxic or whether they 
were due to overdosage. To answer this, after an interval of four weeks, we 
reinstituted treatment with 0.2 mg. three times for the first week, 0.4 mg. per 
dose during the next week, and so on, gradually increasing each dose to 5.0 mg. 
By this time undesirable effects reappeared, though a few patients could com- 
fortably tolerate the 5 mg. dosage. This seemed to confirm Schneider’s hy- 


yothesis!2 that overdosage produced the undesirable symptoms. 
I 5 ; 


VAGINAL SMEARS AND BIOPSIES 


Vaginal smears reflect both local and general menopausal symptoms.13 Smears 
taken at weekly intervals were used as a therapeutic guide.* Relief from symp- 
toms was often obtained before the complete follicular type of smear was noted, 
and improvement of local symptoms would occur with doses inadequate to produce 
complete building-up of the vaginal mucous membrane. It appears that a definite 
time is necessary, regardless of the size of the dose, to effect the histologic trans- 
formation from atrophic to estrous type of mucous membrane (Table IV). Vaginal 


biopsies in six eases showed corresponding changes. 


TABLE IV. VAGINAL SMEARS 

















NUMBER BEFORE TREATMENT NUMBER AFTER TREATMENT 
26 Zero ] 
25 Minus one 0 

6 One 0 
5 One-plus 0 
‘ Minus two 0 
‘a Two 0 
0 Two-plus 5 
0 Three 22 
0 Three-plus 49 
77 77 





Many patients obtained relief from neurocireulatory symptoms when the smear 
showed only the beginning follicular phase. Nervousness, flushes, chills, sleep 
disturbances, crying spells, and depression, all began to improve after 8 or 9 in- 
jections of only 0.2 mg. (three times a week) or after 1 mg. tablet orally daily 
e « > > e . 

*The assistance of Dr. Wm. Antopol, Pathologist and Head of the Division of 
Laboratories of the Newark Beth Israel Hospital, in interpreting the smears and 
biopsies, as well as his helpful suggestions in the preparation of this paper, is grate- 
fully acknowledged. 
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TABLE V. PERIOD OF OBSERVATION 





— 








NUMBER PER CENT 
5 Two or three weeks 5 
8 Four weeks 10 
17 Five weeks 22 
21 Six weeks 27 
6 Seven weeks 8 
j Kight weeks 8 
3 Nine weeks { 
L* Ten weeks 15 
77 100 





*Last group includes most serious cases of all types. 


for three weeks, though this dosage seldom caused the vaginal smears to exhibit 
the full estrous phase. 

-atients with severe symptoms required 0.4 mg. every third day for 18 in- 
jections to produce the complete follicular smear and complete symptomatie 
relief. 

EFFECTS ON TUBES 


To evaluate the estrogenic effects of stilbestrol on the Fallopian tubes, Rubin 
tests with kymographie tracings were made in four cases.* Comparative charts, 
Figs. 1 and 2, show the contrast between the atonie tubes before treatment and 
the subsequent increased tonicity with appearance of peristalsis after therapy. 
Geist!4 reported similar results with the natural estrogens. 


DOSAGE REGULATION 


As soon as symptoms had been controlled by the injection of 0.4 mg. of stil- 
bestrol three times a week (requiring six to ten weeks), the dose was gradually 
reduced to 0.2 mg. Improvement could be maintained on this amount, as well as 
by oral administration of 1 mg. daily. These maintenance doses were sufficient 
to keep symptoms under control, but had to be continued. In this respect, it is 
similar to the dosage control required when natural estrogen is used!! (Table V). 

The suppositories were not used for maintenance after local symptoms were 
ameliorated. Oral therapy was the desired route for maintenance, but when 
there was recurrence of local symptoms, suppositories were again administered, 
one (0.1 mg.) each night until local symptoms again subsided. 

Patients with artificial menopause usually have more severe symptoms and 
require larger doses than patients passing through a natural menopause. Prophy- 
lactic administration of stilbestrol in 5 cases following surgical or radium ¢as- 
tration mitigated or prevented sudden severe symptoms of glandular imbalanee. 


RESULTS 
Forty-eight of the 77 patients (62 per cent) were relieved of the majority of their 
symptoms. Twenty-one patients (28 per cent) were partly improved. In the re- 
maining 8 cases (10 per cent), results were unsatisfactory (Table IT). 

Results were evaluated by the following criteria: disappearance of pre 
dominating menopausal symptoms, changes in vaginal smears, biopsies and 
kymographie tracings of tubal peristalsis. 

Relief was usually striking. Flushes, chills, excitability, irritability, de- 
pression, crving spells, palpitation, and insomnia usually disappeared after 
six weeks of therapy (regardless of the route of administration). Sweating, 
fatigue, and headache were relieved after further administration of stilbestrol 
(Table I). 

One patient had had persistent psoriasis, which cleared up whenever she 
reached the fourth month in a pregnancy, only to break out again a week after 





*Dr. M. Weiss’s aid in making the tracings is here acknowledged. 
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delivery. She complained that with the onset of the menopause, the psoriasis 
had become more widespread and more severe. After 13 mg. of stilbestrol 
(two and one-half weeks of hypodermic treatment) the rash began to disappear. 

Two patients with atrophic rhinitis complained of dry, sealing, nasal mucous 
membrane, but noted marked improvement while receiving injections of large 
doses of stilbestrol for their menopausal complaints. 

Libido improved in 20 cases. Effects of stilbestrol on the breasts were often 
In 8 cases, the breasts enlarged and the nipples became darker in color 


striking. 
In 5 of these patients this was maintained for more than a 


and more erectile. 
month after treatment had been discontinued. In 4, the pigmented areola became 
much darker. 

Of 22 cases of senile vaginitis, with watery discharge, dysuria, pelvie diseom- 
fort, and pruritus vulvae, 21 patients improved. In 12 patients treated for six 
weeks, symptoms recurred after treatment had been discontinued. These 12 were 
given another course of treatment with the dosage reduced 75 per cent with 
resulting relief. 

In 9 patients, a diagnosis of involutional melancholia had been made. In this 
group, best response was obtained when injections were given in larger amounts, 
ie., 2144 to 5 mg. three times a week. Six patients, receiving 244 mg. and over, 
three times a week for eight to ten weeks, showed definite improvement. One, 
receiving 0.2 mg. to 1 mg. three times a week, did not improve. Two patients, 
over a period of six weeks, showed only 


receiving 16 and 18 mg. (total dosage 
slight improvement. Sleep disturbances improved first, then there were fewer 
erying spells, and a gradual improvement in nervousness, depression, and 
‘‘jitters.’’ This group tolerated large doses of stilbestrol. 

Hypertension was observed in 28 cases. In 9 the blood pressure was appreci- 
ably lowered after stilbestrol administration. In 6 of these the fall was from 
200 and over to 160 mm. during treatment. The remaining 19 patients showed 
no improvement in the hypertension. 


REGRESSION 

When treatment was withdrawn after initial relief, symptoms recurred in 60 
of the 77 cases (78 per cent). Complete regression as noted by the smears, oe- 
curred within a month, though the symptoms were milder than those of the 
original pretreatment syndrome. Most of these patients then received oral 
therapy until they became symptom-free, and then the dosage was reduced. 
Vaginal smears during these withdrawal stages showed slow regression of the 
follicular phase to the nonestrous phase with gradual reappearance of  vaso- 
motor symptoms. With reinstitution of oral therapy, a regeneration of the 
vaginal mucous membrane took place, smears of the follicular phase reappeared 
and the patient again became symptom-free. 


COMMENT 


Natural estrogen therapy has given new hope to the distressed and 
large army of menopausal sufferers. For any new synthetie estrogen 
now to merit acceptance, it must prove its superiority over the natural 
product in the treatment of a variety of conditions, such as vaginitis, 
leucoplakia vulvae, and the menopausal syndrome generally, and in 
addition, must also demonstrate some advantage in convenience of 
administration or cost. If it ean fulfill these requirements, its value 
in clinical gynecology will be considerable. 

Our results with synthetic estrogen have been encouraging and 
tentatively seem to conform with these desiderata. However, due to the 
preliminary nature of these observations, the brevity of our observation 
periods, and the relatively small number of cases here reported, we feel 
that stilbestrol must still he regarded as an experimental preparation. 
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SELECTED CASE HISTORIES 


CASE 40.—R. 8., aged 58 years, after passing through a natural menopause at 
the age of 49, developed a series of complaints including nervousness, fatigue, 
lassitude, excitability, irritability, and vague pains which persisted until time of 
treatment. She was having four flushes an hour. 

On April 26, 1939, vaginal biopsy disclosed minimal cornification with no 
functionalis layer. Round cell collection was found in the subepithelial layers, 
but no mitotic figures were seen in the basalis, nor were any large clear cells 
found (Fig. 1, 4). Vaginal smear was smudgy with fibrin, leucocytes and an oe- 
casional cluster of nucleated epithelial cells (Fig. 2, 4). Tubal insufflation with 


kymographie tracings showed the low atonie curve of menopausal type. 





Fig. 1.—A, Vaginal biopsy taken at time of Fig. 2, A, showing minimal cornification 
with no functionalis layer, no mitotic figures in basalis, and no large clear epithelial 
cells. B, Vaginal biopsy taken at time of Fig. 2, D, showing thick epithelial layer with 
cornification and wide band of clear nonnucleated epithelial cells. 





Fig. 2.—A, Vaginal smear taken from patient R. S., aged 58 years, nine years after 
menopruse. Smear contains typical atrophy cells, leucocytes, and a few erythrocytes. 
B, Vaginal smear after ten days’ treatment (3.6 mg. hypodermically). Smear though 
still smudgy shows disappearance of leucocytes. C, Smear after eighteen days’ treat- 
ment (8.6 mg. hypodermically). Epithelial cells are larger, still have tendency to 
form clumps; nuclei becoming smaller and pyknotic. D, Smear after total stilbestrol 
33.6 mg. (hypodermically) shows large clear cells, pyknotie nuclei, no leucocytes. Clini- 
cal symptoms completely relieved. HW, Smear taken two weeks after discontinuance of 
treatment, showing regression. F’, Smear three weeks after reinstitution of treatment 
by oral medication, 1 mg. tablet daily, indicating return to full estrous phase, 
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Treatment began May 1, consisting of 0.2 mg. of stilbestrol hypodermically 
three times during the first week, 1 mg. three times during the second week. By 
May 10, the smear, though still smudgy, showed disappearance of leucocytes. 
Nuclei were present in the epithelial cells (Fig. 2, B). During the next four weeks, 
she received 244 mg. hypodermically three times a week. By May 18, the smudgi- 
ness in the smear had disappeared. The cells became larger and the outlines were 
distinct; nuclei were small and pyknotic (Fig. 2, C). Rubin test on May 25 in- 
dicated marked peristalsis with greater tubal tonicity. By now an aggregate 
of 16 mg. of stilbestrol had been given. 





Fig. 3.—A, Vaginal smear taken from patient M. J., aged 55 years, eight years 
after menopause. Smear contains chiefly small cells, with comparatively few epithelial 
cells). B, Vaginal smear after one week, daily administration of two suppositories 
(each 0.1 mg. stilbestrol) and three injections of 0.2 mg., showing leucocyte grouping 
and predominance of epithelial cells. C, Vaginal smear after three weeks’ treatment, 
showing large, clear epithelial cells, less tendeney to form clumps. D, Smear after 
total stilbestrol of 3.0 mg. hypodermically and 7 mg. by suppository. Showing large 
clear cells, pyknotic nuclei. Symptoms completely relieved. H#, Smear taken June 1, two 
weeks after discontinuance of treatment. F, Smear taken five weeks after discon- 
tinuance of treatment, showing regression. Clinical symptoms had not recurred. 





Fig. 4.—A, Vaginal smear taken from patient L. S., aged 52 years, four years after 
surgical menopause, showing numerous leucocytes and atrophic cells. B, Vaginal smear 
after two weeks’ daily administration of 1.0 mg. tablet of stilbestrol, showing few 
leucocytes, epithelial cells vary in shape. C, Smear after four weeks’ treatment, show- 
ing epithelial cells larger, no leucocytes. D, Smear after total stilbestrol of 45 mg., 
showing full estrous phase. Flushes and night sweats had disappeared. H, Smear 
two weeks after discontinuance of treatment, showing beginning regression. #. Smear 
one month after discontinuance of treatment, showing increased smudginess and 
leucocytes. Flushes and night sweats had returned. G, Smear three weeks after re- 
institution of daily 1 mg. oral stilbestrol, showing full estrous phase. 
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On May 28, slight vaginal staining appeared. This complication which lasted 
only for the day was accompanied by ovarian pain and backache. Biopsy on 
June 5 indicated that the epithelial layer was much thicker with slight cornifieg- 
tion and a wide band of clear, large, nonnucleated cells. Cellular infiltration was 
absent except near the site of the first biopsy (Fig. 1, B). Vaginal smear showed 
large, clear cells, many with pyknotie nuclei, but no leucocytes were seen. The total 
stilbestrol administration now had reached 33.6 mg. Flushes had ceased, and there 
was definite feeling of well-being (Fig. 2, D). 

On June 6, all medication was discontinued, but on June 22, vaginal smear 
showed regression (Fig. 2, £). Flushes and fatigue had returned, and treatment, 


» 


this time by mouth, was resumed. Between June 23 and July 15, 1 mg. tablet was 
taken every day, and by July 13, the flushes were quite under control, and the 
smear indicated a return of full estrous phase (Fig. 2, F). 

CAsE 2.—M. J., aged 55 years, passed through her natural menopause at the 
age of 47. She complained now of aching pains, nervousness, insomnia, irrita- 
bility, poor memory, fatigue, and itching vaginal discharge; and she experienced about 
10 flushes a day. Vaginal smear, taken April 11, 1939, showed chiefly small 
cells with comparatively few epithelial cells, a typical menopausal picture 
(Fig. 8, 4). <An insufflation test with kymographie tracings revealed atonie curve 
with no peristalsis. 

Treatment consisted of daily administration of two suppositories, each contain- 
ing 0.1 mg. of stilbestrol, and of triweekly injection of 0.2 mg. of the estrogen. 
After a week of treatment, the itching was relieved, and the smear showed pre- 
dominance of epithelial cells, some leucocytes being present (2-plus) (Fig. 3, B). 

May 4, a vaginal smear showed large, clear epithelial cells with few leucocytes 
(Fig. 3, C). 

On May 15, a Rubin test revealed marked estrogenic effects on the tubes; 
peristalsis and increased tubal tonicity were noted on the kymographic tracings. 
The smear was free of leucocytes (Fig. 3, D). Aggregate dosage to this point had 
been 3 mg. hypodermically and 7 mg. by suppository. 

Fairly profuse bleeding appeared on May 17. Treatment was then discon- 
tinued, and the bleeding ceased on May 24. Vaginal smear taken June 1 showed 
bleeding (Fig. 3, EF). By June 19 (five weeks after last treatment), the smear 
showed regression but vasomotor symptoms had not recurred (Fig. 5, F). 

CASE 26.—L. S., aged 52 years, following a surgical menopause at the age of 48, 
developed, and still had, the usual menopausal symptoms: flushes, excitability, head- 
ache, nervousness, insomnia, and night sweats. A menopausal type vaginal smear 
disclosed numerous leucocytes and epithelial cells (Fig. 4, 4). For seven weeks, 
beginning April 1, 1939, 1 mg. tablet of stilbestrol was given daily. On April 18, 
the smear was 1-plus (i.e, it was smudgy but few leucocytes remained), showing 
slight estrous phase (Fig. 4, B). This had improved to 2-plus by May 5 (Fig. 4, ©), 
but reached full estrous phase by May 19 (Fig. 4, D). By this time flushes and night 
sweats had disappeared. Treatment was discontinued on May 19. On June 2, the 
smear showed increase in smudginess and leucocytes (Fig. 4, 2), and by June 15, 
the flushes and night sweats had returned (Fig. 4, #). For this reason, treatment 
was resumed, Symptoms were controlled by daily administration of 1 mg. of 
stilbestrol by mouth, and after three weeks of this, the smear was fully estrinized 
(Fig. 4, G). 

CONCLUSIONS 


1. Seventy-seven menopausal patients were treated with a synthetic 
estrogen, ‘‘stilbestrol.’’ Amounts necessary for complete replacement in 
the menopause varied from 0.2 mg. hypodermiecally (three times a week) 
to 5 mg., with the average at 0.4 mg. given three times a week for six 
weeks (Table V). 

2. Some improvement was noted in 90 per cent of the cases, and 
62 per cent of the patients exhibited improvement in a majority of 
all their complaints (Table IT). 











DIDDLE AND KEETTEL: HEMATOMETRA AND HEMATOCOLPOS 791 


3. In general, results were more or less comparable to those of 
natural estrogen, viz.: relief of menopausal syndrome, conversion of 
‘‘menopausal’’ into ‘‘estrous’’ type of vaginal smear (Table IV), and 
restoration of the normal appearance of a previously atrophie vulva or 
vagina. 

4. Like natural estrogen, stilbestrol acts on the Fallopian tubes, in- 
fluencing peristalsis. 

5. Treatment should continue until results appear, and should be 
resumed if relapses oecur. 

6. In 20 instanees, the drug produced ‘‘vaginal bleeding.’’ Patients 
should be warned about the posibility of pseudomenstrual bleeding 
on stopping treatment, and reassured as to its meaning. 

7. The drug is active whether given hypodermically, by vaginal 
suppository, or by mouth. Average suppository dose is 0.1 mg., in- 
serted twice a day. Average mouth dose is 1 mg. tablet each evening; 
the average hypodermic dose is 0.4 mg. three times a week. 


9? 
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HEMATOMETRA AND HEMATOCOLPOS FOLLOWING THE 
ADMINISTRATION OF STILBESTROL 


A. W. Dippie, M.D., AND W. C. Keerren, M.D., Iowa Crry, Towa 


(From the Department of Obstetrics and Gynecology, State University of Iowa) 


UBSTITUTIONAL therapy with the female sex hormones is often 

followed by disappointing results and occasionally even with unusual 
reactions. The appearance of hematometra and hematocolpos in a 
woman who received large doses of stilbestrol for the treatment of 
severe senile vaginitis is reported. 

A 54-year-old, married, white woman (Hospital No. 39-4426) was admitted to the 
University Hospitals on March 10, 1939, complaining of leucorrhea and vaginal 
spotting for ten years, and of soreness in the vagina for three years. Menstruation 
had appeared at the age of twelve years, occurred every thirty days, persisted for 
five days, and was painless. The menopause developed at the age of thirty-eight 
years, following extirpation of both tubes and part of one ovary. The indication 
for the operation was not known. Two full-term children were delivered in 1904 
and 1906, respectively. No miscarriages were reported. 

Shortly after the menopause a yellowish, slightly foul discharge appeared. The 
quantity of exudate increased gradually over the sixteen-vear interval until a pad 
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had been required daily during the past three years. In 1924 a local physician 
insufflated the vagina with a ‘‘caustic powder.’’ After a few treatments rather 
profuse vaginal spotting developed. In 1926 treatment was sought from another 
physician who made a diagnosis of acute vaginitis. Soda douches and sitz baths 
were prescribed. The discharge and soreness became less, but never completely 
disappeared. In 1933, the acute condition recurred and dilatation and curettage 
were done. The curettings were reported as nonmalignant. By the summer of 
1938 the vagina had become so small that a douche nozzle could not be introduced. 
Again in the fall of 1938 vaginal pain and soreness increased and a bloody dis- 
charge reappeared. Early in 1939 the vulva became reddened and swollen, An 
abscess (pyometra?) ruptured through the vagina on Jan. 26, 1939, and an esti- 
mated teacupful of pus escaped. 

Examination on admission revealed a poorly nourished, elderly, white woman 
who did not appear ill. The oral temperature was 99.2° F. The weight was 89 
pounds. The head systems were essentially normal. The thyroid was not palpable 
and the mouth was edentulous. Both breasts were atrophic. The heart and lungs 
were normal to auscultation and percussion. The blood pressure was 128 systolie 





Fig. 1.—Biopsy from the cervix prior to treatment with stilbestrol. The mucosal sur- 
face shows no epithelial covering. (X<100.) 


and 76 diastolic and the pulse rate 68 per minute. There was a well-healed, mid- 
line, suprapubie sear, but no palpable abdominal masses or tenderness. The vulval 
skin was reddened and tender to manipulation, but showed no leucoplakia. Only 
one finger could be inserted into the vagina. Because of the constriction, the 
internal genitalia were not palpable. Rectal examination added nothing. Inspec- 
tion through a small speculum showed the vaginal apex to be excoriated; the 
upper vagina was partially obliterated; the cervix could not be identified. 

The urine contained no albumin, sugar, or abnormal microscopic elements. The 
hemoglobin was 12 Gm. (Haden-Hauser) with 4.35 million red blood cells and 9,150 
white cells. 30th the blood Wassermann and Kline reactions were negative. 
Cultures from the vagina revealed no gonococci, monilia, or trichomonads. Smears 
from the vagina were characteristic of the menopause with many leucocytes and 
only a few nucleated epithelial cells. 

On March 13, 1939, under eyclopropane anesthesia biopsy of the vagina and 
cervix, and dilatation and curettage were done. Excoriated areas were noted over 
the entire vaginal mucosa. The vaginal biopsy was taken from one of these 
lesions. The uterine canal measured two inches in length. No curettings were 
obtained from the uterus. Grossly the tissue excised from the vagina was pinkish 
gray, slightly roughened on one aspect and somewhat hemorrhagic on the other. 
Microscopically there was a dense fibrous stroma with no covering epithelium. 
A few lymphocytes infiltrated the stroma. The cervical biopsy presented a pale, 
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pinkish gray color and was smooth. Histologically (Fig. 1) the fibromuscular 
tissue was partially hyalinized. There were no glands or epithelial covering. 

The final diagnosis was nonspecific senile vaginitis. Five milligrams of 
stilbestrol was then prescribed as indicated in Table I. On April 28, 1939, the 
patient returned to the Clinic and reported marked symptomatic improvement. 
Both breasts had become somewhat tender and there had been frequent tingling. 
The vaginal soreness and burning had practically disappeared. The constricted 
outlet and the reddened vaginal mucosa were now pliable and soft. The uterus 
was small and freely movable, and the cervical mucosa was velvety in appearance. 
Vaginal smears contained numerous nucleated epithelial cells, but there were still 
many leucocytes. On the basis of the vaginal smears, the dosage of stilbestrol was 
continued. 

From April 28 to May 30, the patient remained in excellent health. On May 
31, pain was noted in the right lower abdominal quadrant on stooping. The 
medication was discontinued under the direction of the family physician, who 
subsequently discovered a tender mass in the lower abdomen. During the next 
twelve days the discomfort became progressively worse until medication was re- 
quired for the pain. On June 12, 1939, she was readmitted to the Hospital. 
Physical examination disclosed a cystic mass arising from the pelvis to the right 
of the midline above Poupart’s ligament. There was slight senile vaginitis. The 
cervix could not be seen or definitely felt. Both adnexa were free. In place of 
the uterus and protruding into the right pelvis and cul-de-sac was a grapefruit- 
sized, freely movable, cystic mass. Both parametria were clear and there was no 
tenderness. Smears from the vagina contained red blood cells, leucocytes, and 
many nucleated epithelial cells. 


TABLE I. OrAL ADMINISTRATION OF STILBESTROL 














| TOTAL 
ATE DOSE | tEMARKS 
| DOSE 
March 17 to March 30}5 mg. daily | 70 mg. 
April 1 to April 9 5 mg. every other day | 95 mg. |Tender breasts 
April 13 to April 28 |5 mg. every third day! 125 mg. |Tingling in breasts 


. re) Ore) | x ° . 
April 28, 1938 Vaginal smears contained 
| many leucocytes 








April 29 to May 31,/5 mg. daily | 290 mg. 
1939 | 
May 31, 1939 | -ain in right side of ab- 
domen 
June 12, 1989 Vaginal smears contained 
red blood cells, leuco- 
cytes, and many  nu- 
| cleated epithelial cells 
June 14, 1939 Hematometra. Total ab- 
| dominal hysterectomy 





| done 





On June 14, 1939, under cyclopropane and ether anesthesia, vaginal examination 
was done. The vaginal mucosa was agglutinated below the cervix. The anterior 
vaginal wall just below the apex was bulging and a cystie mass the size of a three 
months’ pregnancy could be felt bimanually. The vaginal protrusion represented 
the lower part of this cystic mass. On the basis of the clinical history and physical 
findings, and in view of the continued administration of large quantities of estrogenic 
hormone, a diagnosis of hematometra was made. By blunt dissection, beginning at 
the aggiutinated fold in the upper vagina, the vaginal walls were readily separated 
and released approximately 200 e¢.c. of tarry viscid fluid. With the escape of the 
fluid, the abdominal mass entirely disappeared. The cervix could not be felt since 
it was so widely dilated; the examining finger could be passed to the uterine fundus. 
In order to minimize the risk of infection following this drainage and to make it 
safe for the patient to receive further female sex hormone for the senile vaginitis 
if necessary, abdominal total hysterectomy and bilateral oophorectomy were _per- 
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formed. The uterus was slightly enlarged and the wall somewhat hemorrhagie, 
Both ovaries were atrophic. There were no pelvic adhesions. The Fallopian tubes 
had previously been excised. 
The postoperative course was uncomplicated, and the patient was discharged on 
June 25, 1939. Late in July, 1939, it was reported that she was in good condition, 
Pathologic Report.—The specimens removed consisted of a uterus and two ovaries, 
The cervix was eroded and injected. The uterine cavity showed a polypoid mass, 
measuring 20 by 15 mm. The uterus was 7 em. in length and the cervix was 
markedly dilated. The endometrium was granular and quite hemorrhagic. The myo- 
metrium was 20 mm. in thickness. The ovaries were small and atrophic. 
Microscopically the cervical mucosa appeared normal. The stroma was infiltrated 
with lymphocytes, large mononuclear cells, many neutrophiles, and red blood cells, 
The endometrial glands (Fig. 2), which were lined by a single layer of low 
columnar epithelium, were somewhat tortuous and dilated, but were not  hyper- 
plastie or invasive. The myometrium was thick. 
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Fig. 2.—A section of the endometrium fourteen days after 290 mg. of stilbestrol 
given over a seventy-four-day interval had been discontinued. Notice the endometrial 
glands in the proliferative stage. The stroma is filled with red blood cells. (100.) 

The polyp was covered by a single layer of columnar epithelium. The stroma 
was rich in glands, and was infiltrated in areas with amorphous debris. Hemorrhages 
had oceurred within the vascular stroma. 

Both ovaries contained a few small simple cysts lined by columnar epithelium, 
and several corpora albicantia. 

Diagnosis: Subacute cervicitis, endometrial polyp, and hematometra. 

COMMENTS 

Hyperplasia of the endometrium has been produced experimentally in 
rats (Bureh, Williams, and Cunningham'), guinea pigs (Wolfe, 
Campbell, and Bureh?), (Nelson*), mice (Parkest), (Gardner, Allen, 
and Strong’), rabbits (Zondek*®), and monkeys (Zuckerman and 
Morse’), by the administration of estrogenic hormone. Comparatively 
large doses given over relatively long periods were required before 
extensive endometrial hyperplasia occurred. In some instances growth 
of the endometrium in the proliferative phase may be associated with 
bleeding (Nelson® and Zondek®). Werner and Collier® were the first 
to produce uterine bleeding in castrated women by injection of 
estrogens. Since then, it has been demonstrated repeatedly that such 
bleeding may follow when the administration of ovarian hormone is 
discontinued (Engle, Smith, and Shelesnyak®), (Allen, Diddle, Bur- 
ford, and Gardner?®), and in a few eases, even after treatment has 
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been prolonged for several weeks (Allen, Danforth, and Doisy"). 
Cystie and glandular hyperplasia in the human endometrium has also 
been reported by Kurzrok.’® 

Bleeding after substitutional therapy is similar to that which ap- 
pears at the termination of an ovulatory cycle. Normal menstruation 
is apparently precipitated by the withdrawal or decrease of some 
stimulus necessary to maintain the endometrium in a hyperplastie 
state. Reports by other authors (Winterton and MacGregor’), 
(Kellar and Sutherland'*), (Shorr and others'®), indicate that with- 
drawal of stilbestrol produces bleeding similar to that induced by the 
cessation of ovarian hormone administration. Kellar and Sutherland 
are of the opinion that this is due to a local vascular phenomenon. 

Our experience has confirmed the reactions reported after stilbestrol 
ingestion. Among 10 patients treated for senile vaginitis or meno- 
pausal symptoms for periods of five to seventy-four days, 3 had bleed- 
ing after the medication was stopped, 8 complained of nausea, and 
4 had to discontinue therapy because of this reaction. 

The end result in the case cited above cannot be satisfactorily ex- 
plained. However, it would seem that, in the early stage of therapy, 
epidermization of the vagina was not sufficient to prevent obliteration 
of the vagina. It is interesting that administration of large doses of 
stilbestrol over a long period failed to bring about progressive changes 
in the smear picture. After endometrial proliferation had been stimu- 
lated, bleeding probably oceurred in spite of the maintenance of the 
dosage. With the cessation of medication, the usual withdrawal bleed- 
ing was probably added. There seems to be a limit to the ability of 
the estrogenic stimulus to retain the endometrium without bleeding. 


SUMMARY 


Among 10 women given | to 5 mg. of stilbestrol daily, 3 had with- 
drawal bleeding and 8 had considerable and annoying nausea and 
vomiting. 

Relatively large doses of stilbestrol were administered over a 
seventy-four-day period to a woman having senile vaginitis. The 
quantity given failed to bring about complete cornification of the 
vaginal mucosa, but did lead to uterine bleeding with the production 
of hematometra and hematocolpos subsequent to spontaneous oblitera- 
tion of the vagina. 
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TREATMENT OF SENILE VULVOVAGINITIS WITH 
ESTROGENIC OINTMENT* 


Dante. R. MisHeii, M.D., Newark, N. J., AND LEON Mory.orr, M.D., 
New York, N. Y. 


(From the Clinie of the Woman’s Hospital) 


KIINITE regressive changes of the ovaries take place following 

the menopause. There are concomitant and probably dependent 
trophic changes in the vagina and vulva. The development of these 
regressive morphologic changes is not surprising in view of the recog- 
nized growth function of the ovarian follicular hormones. These hor- 
mones are not only the principal determining factors in the develop- 
ment of the reproductive system, but at the period of menarche and 
during adult sexual life, they are indispensable for the maintenance of 
these tissues. 

In a majority of menopausal patients, symptoms associated with 
these trophic changes do not appear. However, some individuals at this 
period exhibit clinical symptoms, of which pruritus, burning, especially 
upon urination, and dyspareunia are the most common. Associated 
systemic symptoms, such as hot flushes, mental irritability, depression, 
and in marked eases, suicidal tendencies, should be attributed to the 
general physiologic changes in the organism and as a part of the meno- 
pause, rather than to the local condition of senile vulvovaginitis. 

The term, senile vulvovaginitis, appears to be as satisfactory as any 
generally applied to the condition. Adair’ pointed out that kraurosis, 
leucoplakie vulvitis, and leucokraurosis, are commonly used interchange- 
ably to describe the pathologie changes in the vulva. He suggested 
the use of the descriptive term ‘‘chronic atrophie dermatitis of the 
vulva.’’ The gynecologic literature, as a rule, treats kraurosis vulvae, 
chronie senile vulvitis, leuecoplakia vulvae, and senile vaginitis as sepa- 
rate clinieal entities. It seems a more rational conception, however, to 
regard all of them as part of the same general degenerative process, 
due to the diminution and final withdrawal of the ovarian follicular 
hormone stimulus from the tissues of the uterus, vagina, and vulva. The 
local symptoms will vary and are dependent upon the anatomie site 
involved, and possibly upon the presence or absence of a rich peripheral 
nerve supply. 

Previously, local treatment of senile vulvovaginitis with lotions, salves, 
ete., particularly for the relief of the severe pruritus, has been distinetly 
unsatisfactory. X-ray therapy has afforded but temporary relief in 
most cases, and more important, recurrences have been found to be 
refractory to further treatment. Injection of absolute aleohol has failed 
to give constant or permanent relief, and is attended with dangers of 
abseess formation and sloughing of the tissues. 


*Presented at the clinical meeting, Graduate Fortnight of the New York Academy 
of Medicine, October, 1939. 
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MISHELL 


Vulvectomy, the method of choice of Taussig,? is a major surgical 
procedure. It has the advantage, however, of eliminating the possible 
development of epithelioma, particularly the leucoplakie forms. At this 
time it should be stressed that any suspicious area be subject to biopsy 
examination before any type of therapy is instituted. 

Recently, the estrogens have been used in the treatment of senile 
vulvovaginitis. This use of the estrogenic substances arose from the 
recognition of their specific growth influence upon the reproductive 
tract, including the external genitalia, and it was believed that ther- 
apeutie use might be made of these hormones in restoring the degenerat- 
ing tissues to their normal state. In such treatment, it may be shown 
histologically that there is a restoration and re-establishment of normal 
growth processes and formation of new healthy tissues. 


Early workers, J. A. Schockert,3 W. Rust,4 and C. Béclére,5 made use of 
parenteral injections and reported good results. E. Claften,6 in 1937, was one of 
the first to report the use of an estrogenic ointment in severe cases of pruritus 
vulvae. He felt that the therapeutic effect of locally applied estrogens upon the 
affected tissues was greater than that produced by intramuscular injection of the 
same amount of hormone. This theory was corroborated by MacBryde,? who 
demonstrated the local action of estrogenic ointment upon the undeveloped female 
breast in a case of primary amenorrhea. The breast to which the estrogenic oint- 
ment was applied displayed marked growth, while the other breast, treated with 
the ointment base alone, failed to develop. This suggests that when active 
local stimulation is desired, the percutaneous administration is not only effective, 
but is, perhaps, to be preferred to the parenteral injection of the hormone. 


A histologic study of the tissues involved in senile vulvovaginitis 
gives some evidence as to why topical application is more effective than 
hormone administered by injection. The vascular supply of the affected 
areas shows marked abnormalities, and it is possible that hormone ear- 
ried through the circulation fails to reach the area, particularly the 
peripheral sites. 

During the past two years, we have treated patients with senile 
vulvovaginitis with local application of estrogenic ointment with strik- 
ing results. Estriol or trihydroxyestrin was chosen to be incorporated 
in the ointment base, inasmuch as it has been fairly well established 
that this particular estrogenic substance is more easily absorbed from the 
gastrointestinal tract than estrin or estradiol, consequently, we felt that 
it might be more easily absorbed pereutaneously. 


METHOD 


The ointment base consists of 16 parts of cerate to 14 parts of castor oil. 
Each ounce contains 0.00752 Gm. of estriol. Estrogenie action of the ointment 
was determined by animal experiment, using ovariectomized white rats. These 
rats were taken from a group regularly used in routine assay of crystalline 
estrogenic compound by the Allen-Doisy technique. Vaginal smears were taken 
before the experiment and all animals were found to be in complete anestrus, 
with a field showing practically nothing but leucocytes. 

The rats were shaved over a small area on each side of the middorsal line, 
just below the margin of the last rib. Applications of the ointment were made 
twice daily on these areas at 9:00 A.M. and 1:00 p.m. <A total of 1 Gm. was dis- 
tributed over both shaved areas. 
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Regular Allen-Doisy technique of assay was employed, and smears were taken 
daily at 11:00 a.m. and 3:00 p.m. The application was continued for four cop. 
secutive days. At the end of the third day, all vaginal smears were in full 
estrus, showing the usual field of cornified nonnucleated epithelial cells with no 
leucocytes. 

It is interesting to note in these experiments that by inunction of the oint- 
ment, the entire group of rats (8) were brought into full estrus in the same time 
period; that is, the end of the second day, as would have been accomplished by 
injection of the estrogen. 

Inasmuch as the rats reacted 100 per cent positive, it may be concluded that 
the quantity of estrogen in the ointment was in excess of the quantity required 
for the reaction. 


2 - 
Pe, <q 
ina’ a 

f PARE 





_ Fis. 1.—Hypertrophie leucoplakic vulvitis. Note hypertrophy of the epithelium 
with parakeratosis. Hyaline zone underneath the hypertrophic basal layer of the 
epithelium. 


CASE REPORTS 


CAsE 1.—L. D., aged 36 years, complained of burning and itching about the 
vagina, dyspareunia for a duration of two years. The patient had a salpingec- 
tomy and partial oophorectomy one year before onset of symptoms. Menses be- 
gan at the age of 14, were fairly regular, lasting 6 days; but there had been a 
marked decrease in the amount of flow during the past two years. Upon examina- 
tion, there was noted a thickened, dry skin about the vulva, with grayish white 
plaques in many areas. There were several fissures in the posterior commissure. 
The introitus was narrow. Vaginal examination was very painful. The cervix 
was moderately hypertrophied, but the corpus was small and fixed. Biopsy was 
taken at the vulvovaginal margin on May 14, 1938, and the following pathologic 
report was obtained. ‘‘The surface epithelium shows excessive cornification. 
The nuclei are preserved in the cornified cells. The individual epithelial pegs 
are irregular in shape, elongated, and enlarged due to hypertrophy of the basal 
layer. The corium reveals a marked infiltration with round cells and shows a 
broad hyaline zone underneath the basal layer of epithelium. There is fibrosis 
in the deeper portion of the corium. Diagnosis: Hyperkeratosis with hyaliniza- 
tion of the corium, and chronic inflammation’’ (Fig. 1). Estrogenie ointment 
was prescribed. A clinical note, made eight weeks later, stated the following: 
‘‘The patient feels better, itching has disappeared, intercourse without pain. 
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Upon examination, the vulva appears to be healthy. All fissures have healed, and 
no leucoplakic areas are present.’’ At this time, another biopsy was taken, with 
the following pathologic report: ‘‘The hypertrophy of the surface epithelium 
is less pronounced. The process of cornification is normal. The individual pegs 
are more regular in shape. The corium shows a persistent hyaline zone, which 
is narrower than before. The chronic inflammation is still present. There is 
formation of young capillaries. Diagnosis: Chronic hypertrophic vulvitis in 
stage of healing.’’ Treatment with estrogenic ointment was continued. Six 
weeks later, a third biopsy was taken. Pathologic report: ‘‘The surface epithe- 
lium shows seattered areas of hyperkeratosis. The basal layer of the epithelium 
does not show any hypertrophy. The stratification of the epithelium is normal. 
The corium is composed of young connective tissue with abundant capillaries. 
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Fig. 2.—Hypertrophic leucoplakic vulvitis after treatment with estrogenic ointment. 
Restoration to normal, 


A few round cells are found in the deeper portions of the corium as remnants of 
the previous inflammation. Diagnosis: Tissue showing restoration to normal 
after chronic hypertrophic vulvitis’’ (Fig. 2). All treatment was discontinued, 
and the patient was free of symptoms until Sept. 16, 1939, when the burning and 
pruritus recurred. Examination revealed the reappearance of a few areas of 
leucoplakia. Estrogenie ointment was reapplied, and one month later, all symp- 
toms and signs had disappeared. 


CASE 2.—B. G., aged 70 years, complained of itching and burning about the 
vulva, especially disturbing at night. Patient said she felt as if she would 
‘‘like to jump out of the window.’’ Menses began at the age of 14, and were 
regular. Spontaneous menopause occurred seventeen years ago. There were six 
normal labors. Itching started one year ago, and has gradually increased in 
severity. Upon physical examination, the patient was an apprehensive elderly 
female in good general health. Locally, the vulva and vagina were quite inflamed, 
and showed marked atrophy with superficial ulceration in several areas. There 
was a slight cystocele and moderate rectocele. The uterus was atrophied. A 
biopsy was taken at the vulvovaginal margin on Feb. 11, 1939, and the pathologic 
report follows: ‘‘The squamous epithelium shows marked atrophy and beginning 
destruction by inflammatory infiltration, which is particularly dense in the sub- 
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epithelial zone. The deeper portions of the dermis show fibrosis. Diagnosis: 
Senile vulvovaginitis, atrophic form, with beginning ulceration’’ (Fig, 3). 
Estrogenic ointment was prescribed, and the patient reported marked improve- 
ment after two weeks. A month after therapy was instituted, all symptoms 
were relieved. The ulcerated areas had completely healed. Another biopsy 





Fig. 3.—Atrophic vulvovaginitis, beginning ulceration. Note destruction of epithelium 
by inflammatory infiltration. 
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Fig. 4.—Complete restitution of squamous epithelium in atrophic vulvovaginitis. Note 
young vascular connective tissue in subepithelial zone. 


was taken at that time. Pathologic report: ‘‘Squamous epithelium shows com- 
plete restitution. The inflammatory infiltration is replaced by young vascular 
connective tissue. Diagnosis: Complete restoration of vaginal epithelium’’ 
(Fig. 4). Treatment was continued for another month despite the patient being 
symptom free. Her condition remained satisfactory until three months later, 
when she reported a slight recurrence of symptoms. These were completely 
relieved by a two weeks’ application of the ointment. Upon physical examination, 
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the tissues appeared to be healthy. There has been no further therapy, and up 
to the present time, there has been no recurrence of symptoms. 


CASE 3.—M. E., aged 48 years, complained of pruritus vulvae, onset nine months 
ago, followed by dyspareunia. The menopause occurred spontaneously five years 
ago. Previous treatment, with intramuscular injections of estrone, gave tempo- 
rarv relief of systemic symptoms. At this time, the patient still complained of 
arthritic pains, hot flushes, headaches, sweats, and of mental depression. Menses 
began at the age of 17, every twenty-nine days, duration three days. There were 
three normal deliveries 17, 16, 14 years ago. Physical examination: The patient 
appeared mentally depressed and emotionally unstable. Vaginal examination: 
The vulva was red and extremely inflamed. The skin was atrophied, with loss of 
normal folds, and showed superficial ulceration in many areas. The cervix and 
corpus were small. A biopsy was taken on June 18, 1938, and the pathologic 
report follows: ‘‘The surface epithelium is missing in many areas. Where 
present, it does not show hyper- or parakeratosis. The corium reveals marked 
edema and aggregations of round cells. Diagnosis: Atrophie vulvitis, uleerative 
form.’’ Estrogenie ointment was prescribed, and a clinical note, made four weeks 
later, states: ‘‘The itching is completely relieved for the first time since its 
onset.’’ A second biopsy was taken on Aug. 10, 1938. Pathologie report: ‘‘The 
surface is covered with normal stratified squamous epithelium, showing the 
pegs to be somewhat flattened. The corium consists of young connective tissue 
with abundant distended capillaries. A few round cells are still found seattered 
throughout the newly formed connective tissue. Diagnosis: Restoration to 
normal of chronic vulvitis.’’ A eclinieal note made at this time states: ‘‘ All loeal 
and systemic symptoms improved.’’ A follow-up examination on June 3, 1939, 
revealed no recurrence of symptoms. 


DISCUSSION 


Two clinical forms of senile vulvovaginitis are presented: the hyper- 
trophie and atrophie types. 

Both the hypertrophic and atrophie forms may be considered two 
different phases of the same condition. Adair and Davis' have pointed 
out that both forms may oceur in the same patient and are part of the 
same disease entity. It seems likely that the initial stage is an inflam- 
matory, hypertrophic condition, which, if it proceeds, develops into 
the atrophic stage. The pathogenesis seems definitely based upon an 
endocrine deficiency resulting from the retrograde changes in the ovary. 
In the hypertrophie form, the epithelium remains intact, and may show 
many areas of hyper- and parakeratosis, clinically described as leuco- 
plakia. The corium reveals a hyaline zone with disappearance of elastic 
elements and inflammatory infiltration. The atrophie form is charac- 
terized by a loss of the surface epithelium, ulceration, and inflammatory 
infiltration with edema of the corium. 

The pathogenesis of this condition is so little understood, that it is 
difficult to explain how both the hypertrophie and atrophie forms should 
he favorably influenced by the administration of the same hormone. 
Both, however, have been shown to react favorably to the percutaneous 
administration of estriol. 


CONCLUSIONS 


1. The use of estrogen (estriol) in an ointment base for local therapy 
in senile vulvovaginitis has proved of definite value. 
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2. Amelioration of symptoms occurs after a period of two to three 
weeks. 

3. Systemie action by absorption of the hormone is evidenced by 
alleviation of such menopausal symptoms as hot flushes. 

4. Recurrences may take place, but these respond promptly to further 
treatment with estrogenic ointment. 


Acknowledgement is made to Dr. C. F. Longfellow, of G. W. Carnrick Co., of 
Newark, N. J., for supplying material used in this study. 
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CESAREAN SECTION 
A COMPARATIVE STUDY 


LAWRENCE FE. ARNOLD, M.D., Dauuas, TEXAS 
(From the St. Pauwl’s Hospital) 


HIS treatise was prepared with a fourfold purpose in view: 

First: To compare mortality and morbidity statistics on cesarean 
sections performed by obstetricians with those done by general surgeons. 
Each group claims that the operation is safer in its hands, but no statis- 
ties have been offered to prove the contention of either. 

Second: To compare statistics on cesarean sections performed in a 
representative general hospital with those done in a_ representative 
maternity hospital. The assertion is frequently made that these opera- 
tions belong oniy in the maternity hospital. 

Third: To compare statistics from a general hospital between the 
years 1931 and 1939 with national statistics during the same period. 
For this purpose all available reports during these years have been 
compiled; these surveys comprise the work of thirty American authors 
and inelude 15,768 cesarean sections. 

Fourth: To compare statistics on operations performed between 1931 
and 1939 with those done before 1931. Since the report of Plasst in 
1931, there has been no complete statistical survey of the literature on 
this subject. The report of Plass has been selected as the most complete 
survey previous to 1931. 

Between Jan. 1, 1931 and March 1, 1939, there were 6,781 deliveries in St. Paul’s 
Hospital; during this period there were 102 cesarean sections with an incidence of 
1.50 per cent or one cesarean section to 66 deliveries by the vaginal route. These 
operations were performed by 37 different operators, 13 of whom were physicians 
with adequate obstetric training, whose practice is limited to obstetrics or obstetrics 











and gynecology; the remaining 24 operators may be classed as general surgeons with 
no special obstetric training. 


TABLE I. COMPARATIVE STATISTICS 
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| }ENERAL TOTALS AN 

| OBSTETRICIANS anise ¥s ron we 6 ARP 

SURGEONS AVERAGES 

INO. PER CENTINO, PER CENTINO, PER CENT 
Cesarean sections 6] 59.80 |41 40.20 |102 100.0 
Maternal mortality 0 0.0 2 4.87 2 1.96 
Maternal morbidity 8 Al Vi 26.82 19 18.62 
Fetal mortality 2 3.27 | 2 4.87 4 3.92 
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The most significant fact in Table I is that there have been no maternal deaths 
following cesarean sections performed by obstetricians since 1931. It is also sig- 
nificant that the morbidity rate of the group performed by general surgeons is twice 
as great as that of the obstetricians. From this table we find definite merit in the 
statement that the cesarean secion is a safer operation in the hands of the obstetrician 
than in those of the general surgeon. 

In analyzing Table II a reason is found for the fine record of the obstetricians; 
76 per cent of the laparotrachelotomies were performed by them while they did 
only 16 per cent of the laparohysterotomies. Most authorities now agree that the 


TABLE II. TYPES OF OPERATION 


























LAPARO- | LAPARO- LAPARO- eiieeeeie 
TRACHELOT- | — HYSTEROT- HYSTEREC- nse 
OMY OMY* TOMYt sia 
Number” 71 | 25 5 1 
Total 69.7% 24.5% 4.9% 0.9% 
Obstetricians 76.0% 16.0% 40.0% 100.0% 
General surgeons 24.0% 84.0% 60.0% 0.0% 
Mortality 0.0% 4.0% 20.0% 0.0% 
Morbidity | 9.8% | 32.0% 80.0% 0.0% 








*Low cervical cesarean section. 
**Classical cesarean section. 
yPorro cesarean section. 


TABLE IIT. COMPARATIVE INDICATIONS 























a mad CHICAGO 

Sa ee ey ST. PAUL’S | Sees 

INDICATIONS vucmendat, LYING-IN 

HOSPITAL 
Disproportion and dystocia 7 45.0 48.3 
Contracted pelvis 13.7 33.0 
Cephalopelvie disproportion 9.8 2.7 
Prolonged labor with inertia 4.9 1.3 
Cervical dystocia 4.9 2. 
Previous Diihrssen’s incisions 0.9 0.2 
Uterine fibromyomas 1.9 1.3 
Transverse, brow, or face presentations 8.8 0.7 
Dystocia dystrophy syndrome 0.0 4.1 
Hemorrhage 26.4 12.5 
Abruptio placentae 5.8 4.6 
Placenta previa 20.6 7.9 
Toxemias and related conditions 12.7 12.3 
Chronie nephritis 3.9 4.2 
Pre-eclampsia (nonconvulsive) 8.8 6.5 
Eclampsia 0.0 0.9 
Essential hypertension 0.0 0.7 
Previous cesarean section 12.7 27.9 
Recent laparotomy 0.9 0.0 
Ruptured uterus 1. 0.0 
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laparotrachelotomy carries a better prognosis than the laparohysterotomy; Table IT 
significantly substantiates this statement by the low cervical group carrying no 
mortality and only 9.8 per cent morbidity, while the classical group reveals a 
mortality rate of 4.0 per cent and a morbidity rate of 32.0 per cent. 

There is a striking similarity between tle statistics on indications in these two 
hospitals (Table III); one column represents 1,000 cesarean sections in a maternity 
hospital while the other represents 102 sections in a general hospital. The great 
difference between the two groups of contracted pelves may be explained by the 
large foreign element in Chicago; contracted pelves are fairly common in women 
of foreign extraction. This fact adequately explains the difference in repeat see- 
tions; a high incidence of contracted pelves will carry a correspondingly high 
incidence of repeat sections. There is no explanation for the difference in inci- 
dence of hemorrhage and pathologic presentations as indications for section. 


MATERNAL MORTALITY 

There were two deaths following operation in this group of 102 cesarean sections; 
this gives a mortality rate of 1.96 per cent. 

One death occurred in a 30-year-old primigravida who underwent a Porro cesarean 
section for abruptio placentae, after having been in labor for three hours with 
intact membranes. The patient had normal temperature, pulse rate, and respira- 
tory rate during her entire postoperative period but died suddenly on the eighth 
day. Death was ascribed to pulmonary embolism; there was no autopsy. 

The other death occurred in a 31-year-old septigravida who underwent a classical 
cesarean section for abruptio placentae after having been in labor for eight hours 
with intact membranes. The patient died seventeen hours postoperatively; the 
cause of death was given as pulmonary embolism; no autopsy was performed. 

It is interesting that the only two deaths in this series should be surrounded by 
practically identical circumstances; both operations were performed by general 
surgeons; both were done for abruptio placentae; both were about the same age 
and both died because of pulmonary embolism. 


MATERNAL MORBIDITY 

The standard as advocated by the American Committee on Maternal Welfare 
was used in calculating the morbidity of these patients. Any patient with a tempera- 
ture of 38.0° C. (100.4° F.) or over, recorded on any two days after the first 
twenty-four hours post partum, sublingual temperature readings having been made 
at least four times daily, is regarded as febrile. 

There were 19, or 18.62 per cent, of the 102 patients who became febrile accord- 
ing to the above standard and 15, or 14.70 per cent, who remained in the hospital 
longer than fourteen days postoperatively. Of the 71 laparotrachelotomies done, 
7, or 9.85 per cent, became febrile. Of the 25 laparohysterotomies, 8, or 32.0 per 
cent, became febrile. Four of the five laparohysterectomies became febrile, giving 
a morbidity of 80.0 per cent on this group. Of the 41 sections done by 24 general 
surgeons, 11, or 26.82 per cent, became morbid. Of the 61 sections done by 18 
obstetricians, 8, or 13.11 per cent, became morbid. 


INFLUENCE OF LABOR ON MORBIDITY 
TABLE IV 





NUMBER | PER CENT 











| | PER CENT | 
| NUMBER F | 
| ates | Ri ie | FEBRILE | FEBRILE 
Ab | | 
Not in labor | 52 51.0 | 6 | 11.5 
In labor | 50 | 49.0 | 13 26.0 





Tables IV and V illustrate the well-established effect of prolonged labor on 
cesarean section morbidity. The morbidity rate on patients in labor was 2.2 times 
as great as that on patients not in labor. The morbidity rate on the group in 
labor twelve hours or more was 2.5 times as great as that on the group in labor 
less than twelve hours. 
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TABLE V. EFFECT oF TIME ELEMENT ON MORBIDITY 
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NuMBER | PER CEN OF NUMBER PER CENT 
TOTAL IN LABOR| FEBRILE FEBRILE 
In labor less than 12 hours 5 30.0 2 13.3 
In labor 12 hours or more 35 70.0 | 11 31.4 
INFLUENCE OF RUPTURED MEMBRANES ON MORBIDITY 
TABLE VI 
ereiemek: | PER CENT OF NUMBER PER CENT 
TOTAL FEBRILE FEBRILE 
Membranes intact 91 89.3 | 12 13.1 
Membranes ruptured | 1] 10.7 | 7 63.6 








TABLE VII 




















| wumper | PER CENT OF | NUMBER PER CENT 

| te Sean TOTAL FEBRILE FEBRILE 
Ruptured less than 12 hours 5 | 45.4 3 60.0 
Ruptured 12 hours or more 6 | 54.6 + 66.6 











Tables VI and VII illustrate the marked increase in risk when cesarean section 
is performed on a patient with ruptured membranes. The morbidity rate on patients 
with ruptured membranes was 4.8 times as great as the rate on patients whose 
membranes were intact at the time of operation. These figures indicate that the 
morbidity rate increases markedly when the membranes rupture, but the rate does 
not change materially after the time of rupture. This statement is substantiated 
by Daily2 who found only 5.0 per cent difference in morbidity between the two 
twelve-hour periods; his report consisted of 1,000 cesarean sections. 


FETAL MORTALITY 


Six, or 5.88 per cent, of the infants were stillborn; these cases all occurred 
following abruptio placentae and may be classed as inevitable. 

Four, or 3.92 per cent, died in the neonatal period. One death occurred in a 
4,100 Gm. postmature infant, following a thirty-two-hour labor; death occurred 
one hour post partum. The other three infants were premature; each weighed 
less than 2,500 Gm. The latter three cases all followed placenta previa. Two 
neonatal deaths were on the obstetrical service and 2 were on the general service. 


PREVIOUS CESAREAN SECTIONS 


Nineteen, or 18.0 per cent, of these patients had one or more previous cesarean 
sections. In 13 instances (12.7 per cent), previous section was the only indication 
for operation. Sixteen, or 15.6 per cent, had only one previous section; 3, or 


2.9 per cent, had two previous sections. None had more than two. 


PREVIOUS STILLBIRTHS 


Of the 48 women who had previously borne children, 11, or 25.5 per cent of 
these, had experienced previous stillbirths. Most of these stillbirths had been 
caused by prolonged labors or difficult instrumental deliveries. The indication for 
cesarean section in 8 of these cases was contracted pelvis; the other 3 were per- 
formed only because of the history of previous difficult deliveries with resultant 
stillbirths. 
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NATIONAL STATISTICS 1931-1939 





TABLE VIII. 

















PER CENT| PER CENT | PER CENT 


















































NUMBER | 
AUTHOR | YEAR co | nininsvendh picwnacasl te Te MAT. | FET 
: SECTIONS | SECTIONS aes 
ERIES | | MORT. MORBID. MORT.** 
Johnston and | 1931 | a Gas | Cy ila (ee A | 14.4 | “T.14 
Smiths | 
Adams+4 1932 | 19,313 | oy | 6a | 1.6 | sot 10.1 
Skeel and | 3922)02,117 | 1047 | 22 | T.6 | oN 
Jordans | | | | 
Sacketts | 1932] 18,446 578 | 3.14 | 432 | nom 
Seeley? | 1932 | 33,988 | 203 | 059 | 443 | _L 12.8 
Courtiss and nel 31,618 | 1,000 | 1 ;} 59 ] 64.0 ae 
Fishers | 
Lull | 1933 | * 284 | 573 1.6 | 6.8 | _ 12.8 
Daichman and | 1933] 29,178 | 733 2.5 | 4 =| 46.8 6.5 
Pomerancel? | | 
Colvin! 1933 | 20,286 | — 220 108 | 55 | 395 16.4 
Smith12 1933 | 98,108 | 1,556 | 15 | 49 | LL nee 
O’Connor13 1934] 13,154 | 136 330 | 46 | 335 9.5 
Palmer?4 1934] 6,533 | 157 2.4 | 4.5 “7 9.9 
Stein and 1935 | 15,136 | 381 202 =| 2.36 36.48 1.93 
Leventhal15 
Stander16 1935| 5,456 | 153 | 28 | 0.65 wen 7.1 
Waters and 1935} 8,852 | 177 | 2.0 | 39 | 12.4 11.8 
Leavitt17 | | | | 
Siegal and | 1935] 14,504 | 518 | 2.8 } 7.85 | 66.0 15.1 
Savagels | | 
Schwarz and 1936 | 13,577 | 218 | 1.6 } 41 | 5.9 
Paddoek19 | | | 
Feiner20 1936 | 23,031 | 347 | 1.56 3.74 | 22.9 2 ()] 
Dunean and 1937 | 22,880 | 703 | 3.07 | 1.55 ame ee 
Doyle?! 
Gustafson22 1937] 7,368 | 366 | 48 | 68 22.1 4.8 
Schulze23 1937 | 12,246 | 38 | 031 | 5.5 Sites 6.25 
Reddock and 1937| 39,480 | 329 | 12 | sot | 752 17.0 
Howell24 | | 
Reekie and 1937 3,476 | 158 | 2.2 5.06 17.8 12.6 
Kimbkall25 | | 
Campbell26 1937} 4,979 | 182 | 9.68 | 0.826 | me 5.01 
De Normandie2? | 1938 | 62,228 | 2,106 | 3.3 | 31 |] L-. 9.2 
King and others2*} 1938 | 92,936 | 1,108 | 1.2 5.9 | 65.7 10.8 
Soule29 1938] 17,170 | 340 | 19 | 2.96 : 8.6 
Daichman and | 19359 | 11,210 | B80 | 3.8 ae) | 1G.S 5.5 
Pomerance30 | | 
Daily2 | 1939} 18,009 | 1,000 | 55 | O8 3.8 1,3 
Schumann31 | 1936 8,528 | 137 | «1.6 2.91 6.0 2.5 
Totals | [782,718 | 15,768 | 2.55t | 4.69f | 37.294 8.886 
*Maternal mortality. 7Based on 30 reports. 
**Maternal morbidity. ~Based on 17 reports. 
*** Fetal mortality. §$Based on 25 reports. 
TABLE IX. COMPARATIVE STATISTICS 
l 
sa lei iat iaailciasa NUMBER NUMBER PER CENT | PER CENT | PER in NT | PER CENT 
DELIVERIES | SECTIONS SECTIONS | MAT, MORT. | MORBID. FET. MORT. 
National before 262,852 | 2,289 | 0.77 | 945 | 11.92 
1931 | | | | 
National | 782,718 | 15,768 | 2.55 | 4.69 | 37.29 8.88 
1931-1939** | | | 
General Hospital 6,781 7 102 | 50 | 1.96 18.62 92 
1931-1939t | | 
Maternity Hos- | 18,009 | 1,000 | 5.50 0.80 3.80 1.30 
t| | 


pital 1931-1959} 





*Based on report of Plass.! 
**Based on report of 30 authors. 


*7Based on St. 
tBased on Chicago Lying-in report— 


Paul’s Hospital report. 
Daily.? 
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CONCLUSIONS 
The comparisons previously proposed have been made with the follow- 
ing results: 
1. Comparative statistics prove that cesarean section is twice as 
safe in the hands of the obstetrician, in comparison with the general 


surgeon. 

2. The cesarean section is safer in a maternity hospital than in 
a general institution; this verdict is reached despite the fact that both 
the maternal morbidity and fetal mortality rates were lower in the 
veneral hospital reported. Results were based on the mortality rate 
of the general hospital being 2.4 times as great as the rate in the 
maternity hospital. 

3. Statistics from St. Paul’s Hospital between the years 1931 and 
1939 eompare very favorably with national averages for the same 
period. The national maternal mortality rate was 2.3 times greater 
than that of the general hospital; the national maternal morbidity rate 
was 2.0 times greater and the national fetal mortality rate was 2.2 times 
ereater. 

4. Comparative statistics demonstrate that the incidence of cesarean 
section is 3.3 times greater since 1931 than it was before that year. 
Despite the fact that it is resorted to more frequently it has 
become a much safer operation than it was formerly. Before 1931 the 
maternal mortality rate was 2.0 times greater than it has been since 
that year; the fetal mortality rate was 1.3 times greater in the former 


period. 
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THE ASSAY OF POSTERIOR PITUITARY EXTRACT (PITOCIN) 
UPON THE PREGNANT HUMAN UTERUS WITH 
THE LORAND TOCOGRAPH* 
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Doucuas P. Murrny, M.D., F.A.C.S., PHILADELPHIA, Pa. 


(From the Gynecean Hospital Institute of Gynecologic Research and Department of 
Obstetrics and Gynecology, University of Pennsylvania) 


INTRODUCTION 

UMEROUS procedures have been employed for recording the move- 

ments of the pregnant, human uterus, and for measuring its con- 
tractile response to the administration of drugs. The most frequently 
used methods for registering uterine activity are the following: (a) 
Measurement of the contractions of strips of isolated muscle suspended 
in oxygenated Ringer’s solution; (b) measurement of the changes in 
intrauterine pressure which are registered by a balloon placed within the 
pregnant, or immediately post-partum, uterus; (¢) measurement of the 
changes in the contour of the abdominal wall, and therefore, indirectly, 
of the contour of the pregnant uterus, which oecur with each uterine 
contraction. 

In the case of the muscle strip preparation, its most obvious dis- 
advantage is that it is isolated from both its nerve and hormonal eon- 
nections. The uterine balloon also has disadvantages, i. e., the danger 
of puerperal sepsis and the fact that the balloon, acting as a foreign 
body, tends to irritate the uterus. 

The method of studying the uterine contractions through the medium 
of the abdominal wall eliminates certain of the disadvantages of the 
other methods, but the majority of the devices which have been devised 
for this purpose, have been so complicated, either in construction or in 
operation, that they have had limited clinical value. Due to the dis- 
advantages of all previous methods, little progress has been made at the 
bedside in studying the motility of the pregnant, human uterus. 

Recently, Lorand! has developed a simple and efficient apparatus 
(tocograph) for recording the movements of the pregnant, human uterus 
through the medium of the abdominal wall. Experience with it in study- 
ing the uterine contractions which occur under a variety of conditions 
confirms the above statement. The present report deals solely with 
its employment in measuring the response of the pregnant, human uterus 
to extract of the posterior lobe of the pituitary gland, and is being made 
for two reasons: To indicate the value of the tocograph as an instrument 
for studying the effect of pituitary extract upon the pregnant uterus, 
and to show how its use can be of assistance to the obstetrician at the 
bedside. 
~ #Read at a meeting of the New York Obstetrical Society, December 12, 1939. 
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MATERIALS AND METHODS 


The Lorand Tocograph.—The tocograph (Figs. 1 and 2) consists of a set of 
levers enclosed in a metal box, 9.5 by 11 em, square, by 6 em. high. The box is 
fastened to the anterior abdominal wall with an elastic belt (Fig. 3). The altera- 
tion in the contour of the abdominal wall, which takes place with each uterine con- 
traction, displaces into the tocograph a metal rod 6 mm. in diameter, which, when 
at rest, projects 5 mm. from the bottom of the box. The rod, requiring a force 














Fig. 1.—Exterior view of Lorand tocograph. Bottom of apparatus turned up to 
disclose end of movable rod which makes contact with anterior abdominal wall of 
patient. 
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Fig. 2.—Interior view of Lorand tocograph. Showing lever arrangement, paper strip 
for permanent record of uterine contractions, and clockwork mechanism. Conical- 
shaped inkwell on end of recording lever moves at right angles to length of paper 
—, The paper is drawn forward by the clockwork at the rate of 1 mm. in twelve 
seconds. 
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of approximately 150 Gm. to displace it, operates a writing point which moves 
at right angles to a strip of millimeter, cross section paper, which in turn jg 
moved by a clockwork at the rate of 1 mm. in twelve seconds. The excursion of 
the writing pen is seven times greater than that of the rod in contact with the 
abdomen. 
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Fig. 3.—Lorand tocograph strapped to abdomen with an elastic belt in position for 
recording. 
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Fig. 4.—Tocographic record of uterine activity of Patient M. L. made at 10:21 a.m.,, 
ten days before labor. Numbers across top of record indicate intervals of two minutes. 
Three minims (1) of pitocin given hypodermically at arrow. Note tetanic contraction 
preceding rhythmic waves. 
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Fig. 5.—Patient M. L. Tracing started at 11:27 a.m. At arrow 1.5 min. of pitocin 
given hypodermically. Note absence of tetanus. 


The tocograph will-record changes in the contour of the abdominal wall which 
are induced by sneezing, coughing, vomiting, laughing, fetal movements, and 
uterine contractions, but does not register those which result from maternal res- 
piration, intestinal action, or the pulsations of the aorta. With the patient rest- 
ing quietly upon her back, uterine contractions and fetal activity are the only 
movements recorded. 

The sensitivity of the device is indicated by the fact that an excursion of the 
writing point of 144 mm. is easily read. This represents a movement of the an- 
terior abdominal wall of one-seventh of that magnitude. 


RESULTS 


The uterine movements which take place during the last two months of preg- 
nancy, and during labor, have been recorded for more than 300 patients, of which 
number, 15 have been treated simultaneously with hypodermic injections of solution 
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of the posterior lobe of the pituitary gland, in most cases pitocin (Parke, Davis 
& Co.). The value of the tocograph as an instrument for recording the response of 
the uterus to this substance is well exemplified by the accompanying tracings of 
Patient M. L. 

The tracings reproduced in Figs. 4 to 7, inclusive, were made on the tenth 
day before the onset of labor. The tracing in Fig. 8 was made during labor, 
The latter tracing is shown in order to indicate the type of uterine activity which 
occurs under normal conditions, and which, consequently, is the type of activity 
which should be reproduced by an oxytocie agent. ; 

The first part of the tracing in Fig. 4 (reading from left to right) shows the 
type of uterine movements occurring under normal conditions. At the arrow the 
patient received 3 minims of pitocin. This produced a tetanic contraction before 
rhythmic waves became established. Evidently this dose was too large to bring 
about at once, the rhythmic type of activity which occurred later, and which is to be 
observed at the time of labor (Fig. 8). 

Fig. 5 shows the type of uterine activity one hour later than that recorded in 
Fig. 4, and the effect of only 1.5 minims of pitocin. This smaller dose failed to 
cause a tetanic contraction. 

The tracing in Fig. 6 was made two hours after that reproduced in Fig. 5, 
Here two minims of pitocin again produced a spasm which lasted at least twelve 
minutes. This record was stopped before rhythmic contractions were inaugurated. 

Fig. 7 shows the effect of 1 minim of pitocin given twice. Four doses of this 
size failed to produce tetanic activity. 


DISCUSSION 


Properly used, the oxytocic drugs should form one of the most im- 
portant aids to obstetric practice. Their improper use on the other 
hand has resulted many times in serious consequences to either mother 
or child or both. These unfortunate results have been due in most 
cases, either to improper indications for administration, or because of 
excessive dosage. One reason for the use of inappropriate amounts of 
the oxytocie drugs has been our lack of knowledge regarding the size of 
the dose which will produce optimum results. Ignorance in this matter 
has been due, in part at least, to the fact that we have lacked a suitable 
method for measuring the effectiveness of various drugs upon the preg- 
nant, human uterus. 

The Lorand tocograph appears to be a very useful instrument for 
studying uterine motility at the bedside, and from our experience is an 
excellent device for measuring the effect of oxytocic drugs upon the 
pregnant, human uterus. The apparatus is small, compact, easy to use, 
and gives no discomfort to the patient. It registers minute changes in 
uterine activity, and gives a clear-cut record which is easy to read. 
The minuteness of the changes in uterine activity which it registers, 
makes it an excellent instrument for measuring the effects of very small 
differences in the amounts of oxytociec drugs which are given to the pa- 
tient. It is for this reason that it should be a useful instrument to the 
clinical pharmacologist. 

The tocograph should be an equally useful instrument for the ob- 
stetrician. It permits him, first of all, to determine the characteristics 
of the normal uterine activity, which oceur at the time of labor. It will 
tell him the nature of the uterine activity which is going on at the time 
that he wishes to administer an oxytocie drug. It will inform him as 
to whether a given dose of the drug is being effective, and just how soon 
that effect begins. It will register the fact that a given dose of an 
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oxytocic drug is producing a desired type of uterine activity, or one 
which is not satisfactory. It will furthermore tell the obstetrician when 
a given dose is becoming ineftective, so that another can be given with- 


out undue delay. 
SUMMARY AND CONCLUSIONS 


1. The Lorand tocograph, for recording the movements of the uterus 
late in pregnancy and during labor, is described. 

2. Typical records of the uterine response, late in pregnancy, to vary- 
ing sized doses of posterior pituitary extract given hypodermically are 
reproduced. 

3. From experience gained with the tocograph in studying the con- 
tractile reaction of the uterus to the hypodermic administration of pos- 
terior pituitary extract, it is concluded: (a) that the tocograph is a 
useful instrument for measuring the effect of pituitary extract upon 
uterine motility, and (b) that it should be a valuable adjunct to the 
armamentarium of the obstetrician when administering an oxytoecie drug 
to a pregnant patient. 

REFERENCE 
Lorand, S.:| Monatschr. f. Geburtsh. u. Gynik. 103: 137, 1936. 
DISCUSSION 


DR. SAMUEL R. M. REYNOLDS.—Among many interesting points, Dr. Murphy 
has said there is an accelerating development of a characteristic pattern of uterine 
motility preceding the onset of labor. He points out that the tension of the uterine 
wall increases during the last week of pregnancy. 

Recent studies in animals have established that shortly before the onset of 
labor there are varying degrees of.tension on different parts of the uterine wall. 
With increasing distention near term this tension increases very considerably, and 
it becomes uniform over the entire surface of the uterus. This appears to be an 
essential physical condition for labor. 

The background of this pattern of uterine motility stems from the tension- 
change in the uterine wall, and this, in turn, is attributable to the following two 
facts: First, as term approaches, free estrogen circulates and this sets up metabolic 
conditions in the myometrium, favoring increased uterine activity and irritability; 
second, in the latter part of gestation, the uterus stops growing as the products of 
conception increase in size at a rapid rate. These conditions, increased irritability 
of the myometrium and limited uterine growth with increased distention, provide 
the background for cervical dilatation, orientation of the fetus, and a typical pre- 
labor pattern of uterine contractility. Against such a background, I believe, the 
inertia-type of motility must be explained. The studies in which Dr. Murphy is 
engaged may prove most useful in elucidation of the physiologic deficiencies i: 
those cases of uterine inertia not complicated by mechanical faults. 








PREGNANCY AND HEART DISEASE 


NATHAN FLAXMAN, M.D., Cuicago, ILL. 
(From the Department of Medicine, Loyola University Medical School) 


_* sTHOUGH the care of the pregnant patient with heart disease is 
an individual problem, there are certain general factors common 
to most cases. Jensen! recently compiled the available literature on the 
subject and pointed to the facet that comparatively little is known of 
the life histories of cardiac patients, thus making controls difficult to 
obtain. 

In this study, therefore, I wish to present the life cardiac histories 
of 49 patients who were pregnant a total of 244 times, and then com- 
pare them with a group of 41 nulliparous women who had almost identi- 
eal heart lesions. Both groups of patients were similar in all respects 
except that one consisted of the gravid and the other of nongravid 
women. They were of the same social and economic status, had lived in 
or about Chicago since birth, and had reached the childbearing age be- 
fore eardiae symptoms, failure, or auricular fibrillation appeared. These 
patients were seen and followed during a period of nine years, and all 
information was obtained directly from them. Any reasons as to why 
the 41 nongravid women with heart disease did not or could not become 
pregnant were omitted, because this had no bearing on the problem 
under consideration and no relation to the heart disease. 

The number of pregnancies among the 49 parous women varied from 
1 to 22, and approximately one-half (49.2 per cent) had 1 to 3 children. 
Three-fourths of them had less than 5 children (Table I). <All of the 
49 patients were compensated before the first pregnancy occurred, and 
none went into the first labor while decompensated or fibrillating. For 
comparative purposes it is important to bear this fact in mind, though 
they were not selected cases. With one exception all of the palate 
married and became pregnant for the first time before the age of 25 
years (Table II). And all, except 4 (8.1 per cent), had the last preg- 
naney before the age of 35. 


TABLE I. NUMBER OF PREGNANCIES IN 49 CASES 




















aire Vs NO. OF e Xo. OF | Pr 
PREGNANCIES PER CEN? | PREGNANCIES PER CENT 
CASES CASES 
1 | 9 18.4 | 9 i 3 6.1 
9 | 10 20.5 10 2 1.0 
| 

3 5 10.3 | 12 3 6.1 

4 8 16.4 13 1 20 

5 4 8.2 16 1 2.0 

6 1 2.0 22 1 | 2.0 

8 1 2.0 | Average—4.9 pregnancies 











The cardiac lesions in the parous and in the nonparous women were almost 
similar, as 96 per cent of the former had mitral stenosis, alone or in combination 
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TABLE II. PER CENT OF AGE GROUPS AT THE FIRST AND THE FINAL PREGNANCY 


























; FIRST PREGNANCY FINAL PREGNANCY 
AGES NO. PER CENT NO. PER CENT 
“16-20 33 67.3 5 “einai 14.3 
21-25 15 30.7 14 28.6 
26-30 _- 14 28.6 
31-35 1 2.0 10 20.4 
36-40 = — 4 8.1 
~ Totals 49 | 100.0 | 49 “| 100.07 








with an aortic lesion, while 95.2 per cent of the latter group had the same valvular 
deformities (Table III). 

The known duration of the heart lesions varied from one to thirty-eight years 
in both groups (Table IV). The duration of the disease from the onset of 
rheumatic fever was not accepted as a criterion of the total duration, since less 
than half of the patients gave a history of joint manifestations. Then again, a 
small number of patients in both groups gave a history of rheumatic fever after 
the cardiac lesion had been recognized. In 32 (65.3 per cent) of the 49 parous 
women, the cardiac lesion was known to be of less than twenty years’ duration, as 
compared with 35 (79.8 per cent) of the 41 nonparous women. It was known to 
be of longer duration, twenty-one to thirty-eight years, among 17 (34.7 per cent) 
of the parous and in 8 (20.2 per cent) of the nonparous women. As a rule the 
cardiac lesions were recognized earlier in the gravid women, mainly because of the 
pregnancies. In 73.5 per cent of the parous and in 51.4 per cent of the nulliparous 
the heart lesions were recognized before the age of 20 (Table V). This, in spite 
of the fact that in 13 parous women the cardiae condition was not recognized until 
after one or more pregnancies. 

Although 98 per cent of the gravid patients had completed their first pregnancy 
before the age of 25, the onset of cardiae failure occurred before this age in only 
10 (20.4 per cent) of the 49 patients. This figure compares with the nonparous 
group, in 9 (21.8 per cent) of whom cardiae failure appeared before the same 


TABLE III. HEART LESIONS 





‘PAROUS i NONPAROUS 












































LESION 2 2... |—>————— | 
NO. PER CENT NO. PER CENT 

Mitral stenosis 4] a6 | «6 t| so 
Mitral and aortic insufficiency 6 12.4 2 4.8 
and stenosis 
Mitral stenosis and tricuspid 1 2.0 2 4.8 
insufficiency 
Mitral stenosis, aortic insuffi- = 0.0 1 2.4 
ciency, and tricuspid stenosis 
Pulmonary stenosis ] 2.0 0 0.0 
Totals | 49 100.0 41 100.0 


TABLE IV. KNOWN DURATION OF THE HEART LESIONS 
































DURATION PAROUS NONPAROUS 
YEARS NO. PER CENT NO. PER CENT 
1-5 2 _— 4.0 — — 
6-10 5 10.2 7 17.0 
11-15 11 22.5 12 29.0 
16-20 14 28.6 14 33.8 
21-25 6 12.2 5 13.0 
26-30 8 16.4 2 4.8 
31-38 : 6.1 1 2.4 
Totals 49 100.0 4] 100.0 
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age. Between the ages of 26 and 35 years, when approximately half (49 per cent) 
of the parous women were through their last pregnancy, 20 (40.9 per cent) had 
the onset of cardiac failure, which compares with the onset in 19 (46.6 per cent) 
of the 41 nongravid women (Table V). 

The ages at death were almost similar in hoth groups as 22 (44.8 per cent) of 
the parous women died during the important childbearing age of 16 to 35 years 
as compared with 17 (41.3 per cent) of the nonparous who expired during the 
same age period (Table V). 


TABLE V. PER CENT OF THE AGE GROUPS AT RECOGNITION OF CARDIAC LESION, 
AT ONSET OF CARDIAC FAILURE, AND AT DEATII 























RECOGNITION OF N]. ONSET OF FAILURE | | AGES AT DEATH 
AGE | NON- | ——_ i = NON- 
AROUS »AROUS »>AROUS 

GROUPS saat PAROUS | re | PAROUS | rom PAROUS 

NO.| % |No.| % | NO.| % |NO.| % | NO.| % No] % 

oe | at ae Sy ee = th | ri - | p> 
11-15 9|184] 8/197} -|] - } -| - | * 
16-20 | 23 | 469 | 11 | 269 } 3} 61] 7{ 170] - 2] 438 
21-25 10 | 20.5 | 9/219] 7] 143) 2] 48] 5] 102] 7] 471 
26-30 1] 20| 7) 178) 11 | 225) 8] 197] 5] 102) 4] oF 
31-35 2] 4.0 | 3| 73 | 9] 18.4] 11] 269] 12 | 244] 4] 97 
36-40 | - -| 1] 24] 14] 286} 7] 17.0] 9] 184] 8 | 19.7 
41-45 | . + | wil | 3] 61] 3] 7.3] 8| 164] 9] 219 
46-51 2 -| -{| -| 2] 40] 3] 7.3] 10) 204] 7] 171 
~ Totals | 49 |100.0 | 41 |100.0 | 49 | 100.0} 41 |100.0| 49 | 100.0| 41 | 100.0 

COMMENT 


Much has been said concerning the care of the patient with heart 
disease during pregnaney and labor. It is a highly individualized prob- 
lem, but other factors, considered in this report, have not been analyzed 
in full previously. 


Daly2 emphasized that nearly every woman with organic heart disease, regardless 
of the lesion, can carry through pregnancy successfully. It is best that the patient 
be fully compensated at the time the pregnancy is undertaken. Reid® stated that 
married women with rheumatic heart disease die before their time because of the 
natural evolution of this disease rather than because of the childbearing. The 
present study confirms his statement. Jensen pointed out that the evil effect of 
pregnancy on heart disease seems chiefly to be that it may precipitate congestive 
failure when it is imminent and aggravate it when it is present. The soundest 
advice available on the subject today is that offered by Levine,5 who, among 
other valuable points, stated, ‘‘ Realizing that there is always a slightly greater 
risk among pregnant organic cardiacs than among normal women, no matter how 
apparently trivial the disease may be, I feel that if there are already three chil- 
dren, under no circumstances should any more pregnancies be undertaken.’’ 


From this analysis I wish to suggest that women with compensated 
rheumatie heart disease be advised to marry early, 18 to 21 being the 
optimum age, and to bear their children before the age of 25 if they 
desire a minimum of risk. This statement is made not because preg- 
naney shortens the length of life in the cardiae patient, but because of 
the course of the heart disease. Karly marriage and early childbearing 
not only have a minimum risk, but they also provide a longer period in 
which to raise the children. Only three (6.1 per cent) of the 49 parous 
women became decompensated before the age of 20, and none died before 
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the twentieth birthday. Ten (20.4 per cent) became decompensated be- 
fore the age of 25, and only five (10.2 per cent) of the 49 died before the 
twenty-fifth birthday. These figures (Table V) substantiate the above 
statement. 

Among the gravid women there was only one who became decom- 
pensated during pregnancy (Case 31). This was a woman whose mitral 
stenosis was recognized at the age of 18, who first became pregnant at 
the age of 23, and who delivered three children uneventfully by the age 
of 29. In the fourth month of her fourth pregnancy, at the age of 30 
decompensation occurred, but after conservative management she de- 
livered successfully at term. She lived five years after the fourth preg- 
naney and died at the age of 35 of congestive heart failure. In this, 
as well as in 4 other patients where the decompensation occurred two 
to four months after the last pregnaney, it could not be shown that 
pregnaney and labor were the cause of the eardiae failure. 





SUMMARY 


An analysis of the life cardiac histories of 49 women with organie 
heart disease who delivered from 1 to 22 children (average 4.9 preg- 
nancies) as compared with the histories of 41 nulliparous women with 
similar eardiae lesions revealed that there was little or no difference 
in the known duration of the heart condition, in the ages at the onset 
of myocardial failure, or in the ages at death. 

The heart lesions were recognized earlier in the parous women, mainly 
because of the pregnancies. In women with compensated rheumatic 
heart disease, pregnancy may be undertaken without any added risk. 
However, it is suggested that women with compensated heart disease 
be advised to marry early and bear children before the age of 25, if 
they desire a minimum of risk. In this way, also, they ean have a longer 
period in which to raise their children. Women with heart disease die 
early because of the natural evolution of the cardiae disturbance and 
not because of the childbearing. 
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VITAMIN B, DEFICIENCY AS AN ETIOLOGIC FACTOR IN 
PREGNANCY TOXEMIAS 


Part ITI 
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e A preliminary report! the hypothesis was advanced that an in- 
adequate intake of vitamin B, may cause altered function of the 
pituitary gland, thus giving rise to the toxemias of pregnancy. This 
present, second report gives the results of vitamin B, injections in pa- 
tients with pre-eclampsia and comments are added on the geographie 
distribution of vitamin B complex deficiencies in relation to the dis- 
tribution of eclampsia. 

In order to try the curative effect of vitamin B, in a reasonable num- 
ber of patients with pre-eclampsia, it was necessary to seek material.* 
A total of 20 cases of pre-eclampsia have now been studied. Most of 
these patients were given 6.7 mg. of thiamin chloridet intramuscularly 
onee daily for ten days. Observations were made regarding blood 
pressure, edema, urine, and subjective symptoms. The results show 
without exception that there was no more improvement in these patients 
thus treated than seen in untreated patients with only bed rest. There- 
fore I believe that vitamin B, as given in this experiment has no curative 
value in the treatment of pre-eclampsia. Strauss? has reported that he 
obtained no evidence that a deficiency of vitamin B, plays a role in the 
water retention in pregnancy toxemias. Whether vitamin B, is of value 
as a prophylactic measure in the prevention of the pregnancy toxemias, 
remains to be seen after extended trial in prenatal clinics. MelIlroy* 
emphasizes the nutritional aspect of toxemia when she says, ‘‘ From 
clinical experience I am firmly convineed that the way of research and 
progress lies, not so much in a more or less lengthy search for illusive 
toxins, as in the investigation of toxemia as a deficiency disease.’”’ 

Comment.—The geographie distribution of eclampsia shows a strik- 
ing relationship to the distribution of the vitamin B complex deficiencies. 
In some parts of the world it is predominately nicotinic acid deficiency 
as shown by the high incidence of pellagra while in other parts of the 
world the deficiency is thiamin chloride as shown by the prevalence of 
beriberi. For the United States of America this correlation between 
vitamin B complex deficiences and eclampsia is shown in Fig. 1.4 

In this map it is shown that eclampsia is prevalent more markedly in 
the southeastern quadrant of the United States. It is a significant faet 
that in this same quadrant occurs almost all the pellagra® in the States. 
It has been estimated that some 200,000 persons® are afflicted with 
pellagra in this area. The highest incidence is among adult married 
women which suggests a relationship between pellagra and pregnaney 

*I am indebted for the kind cooperation of Drs. Paul Titus, Philip F. Williams, 
Clifford B. Lull, D. S. Hillis, and Sidney Stone. 


+The thiamin chloride used in these experiments was supplied by Parke, Davis & 
Co., Detroit, Mich. 
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and lactation. Spies‘ has found that many patients with pellagra also 
show signs of thiamin chloride and riboflavine deficiency as well. In 
other words, eclampsia in the United States occurs most often in those 
areas where there is a deficiency of the vitamin B complex. No other 
vitamin deficiency is so localized in the southeastern States. Vitamin D 
deficiency in the form of rickets does occur in this eclampsia area, but it 
extends beyond this area, west to the Pacifie and north to Canada. 





~ 


Florida and South Carolina - 34 
25 - 30 








Under 10 


(On basis of birth 
rate) 


(On basis of birth 
rate 


Fig. 1.—Geographic distribution of patients with convulsions of pregnancy. Texas 
and South Dakota are not in the U. S. Registration area and are therefore not included 
in the map. (Reproduced by permission from Petersen, William F.: The Patient and 
the Weather, Edward Brothers, Ann Arbor, Mich.) 
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Whether vitamin B and D deficiency combined are more important 
than the B deficiency alone, as a possible cause of eclampsia, remains 
to be seen. 

Eclampsia shows a steady increase in the number of cases beginning 
in February and reaching its maximum in April according to Kosmak’s$ 
report of Harrar’s observations. This seasonal variation may be due to 
nutritional influences, for it is during the winter months when fresh 
food prices are the highest that malnutrition increases. This mal- 
nutrition is shown by the fact that most cases of pellagra likewise develop 
in the late winter and spring. 


In the cities of India and China, eclampsia is common while in the rural 
districts eclampsia is rare according to Dieckmann’s® report. Again a nutritional 
factor could account for this difference, for example, in South China the natives 
eat polished rice in the cities with the result that beriberi is common; on the 
other hand the farmers eat partially milled rice and beriberi is rare in the rural 
areas. Eclampsia is quite common in Japan, the Philippine Islands and Hong- 
kong, and each of these countries report a high incidence of beriberi.5 The 
African Colonies of Kenya, Uganda, Tanganika and others report only a few 
cases of beriberi and pellagra and in these same colonies eclampsia is rare. The 
Commonwealth of Australia, with a population of more than seven million people, 
reported for one year, only one case of pellagra, three cases of beriberi and no 
eclampsia. 





In Germany during the first World War, eclampsia decreased and this fact is 
puzzling unless the nutritional aspect is taken into consideration. Cowgill® 
states, ‘‘In spite of serious food shortage which occurred in Germany during the 
Great War, it is a fact that beriberi was absent.’’ In other words practically 
the whole nation was forced to take a diet adequate in vitamin B, and the in- 
cidence of eclampsia decreased. Titus!! attributed the low incidence of eclampsia 
among the Eskimos (who take a high protein, fat diet) to the fact that the 
temperature of their country is always low and constant. It is of interest to 
note that an exclusive meat diet is adequate in vitamin B, as shown in the experi- 
ment when Steffansson and Anderson!® took an exclusive meat diet for one year 
and no beriberi developed. 

In England and Scotland the incidence of eclampsia is high. Dieckmann’s? 
figures are taken from large industrial cities and for England the incidence of 
eclampsia is 1.61 per cent and for Scotland 1.63 per cent. In these areas pellagra 
and beriberi are rare diseases but the poorer classes do suffer from malnutrition 
which may prove to be the chief factor causing such a high incidence of 
eclampsia. It is reported!2 that the industrial situation has deprived people of 
first-class proteins, fats, vitamins and that bread, jam, margarine and tea have 
taken the place of milk, meat, eggs, and fresh fruit. MeCance13 and coworkers 
report that the vast majority of pregnant women cannot afford the food they 
need. He adds, ‘‘ While the intake of total calories and of fat and carbohydrates 
was little affected by income, it was found, as in other surveys, that protein, 
animal protein, calcium, phosphorus, iron and vitamin B, rose steadily with in- 
?? Jn other words the group of women with the lowest intake of vitamin B, 
show the highest incidence of eclampsia. 


come, 


If the vitamin B, or the B complex is to be used as a preventive 
measure against the development of eclampsia it should be given as soon 
as conception occurs and continued through lactation. Early in preg- 
naney if the patient does not eat well due to nausea, an adequate intake 
of vitamin B, can be maintained by intramuscular injections of thiamine 
ehloride. Clinical experience with a limited number of private patients 
indicates that such injections of 10 mg. each, given every other day, 
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vive relief from nausea in about two weeks. Further trial is necessary 
to verify this response. 
SUMMARY 


1. Daily injections of 6.7 mg. of vitamin B, (thiamine chloride) for 
ten days gave no apparent benefit in patients with pre-eclampsia. 

2, The geographic distribution of eclampsia corresponds in many 
places to the distribution of beriberi and pellagra. This indicates a 
possible causal relationship between vitamin B, or vitamin B complex 
deficiency and eclampsia. 
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THE TREATMENT OF THE IMMEDIATE POST- 
PARTUM PERIOD 


M. G. Der Brucker, M.D., New York, N. Y. 
(From the Department of Obstetrics, Coney Island Hospital) 


HI physiology of the puerperium, with the notable exception, the 
breasts, is one of involution. Proper uterine involution can be ob- 
tained by less accumulation of blood clot and debris, less stasis, less 
saprophytie invasion, less lowered local resistance, and Jess infection. 
During the first forty-eight hours, the uterus rises approximately 
15 em. above the symphysis.1. The canal frequently measures 15 to 16 
em. in depth. The large sinuses in the uterine wall are collapsed or 
thrombosed and about to undergo hyaline and granular degeneration. All 
this makes an excellent culture medium for saprophytic and pathogenic 
organisms. Obviously, if the uterine canal can be emptied, the uterine 
musculature tonically contracted, and the sinuses coapted, there is less 
possibility for these organisms to flourish. Involution will then proceed 
rapidly and favorably. The first forty-eight hours, therefore, are very 
significant. 
A review of the treatment of the immediate post-partum period in 
1,000 consecutive deliveries at the Coney Island Hospital substantiates 
the importance of a definitely directed attention to the first two or three 
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days of the puerperium. 
377 primiparas. 


TABLE I. 








PRESENTATION 
Occipitoanterior 
Occipitoposterior 
Breech 
Transverse 
Brow 
Mentum 
Total 











*Six sets of twins. 


JOURNAL OF 


PRESENTATION AND POSITION 








1,006" 


OBSTETRICS AND GYNECOLOGY 


In this series there were 623 multiparas and 
There were 6 sets of twins (Table I). 





PERCENTAGE 
83.2 
10.9 

4.4 
0.19 
0.19 
0.8 





Parity, duration of labor, method of delivery, weight of the infant 


and the existence of an intercurrent obstetrical or 


plication have a definite bearing in such a study. 


Method of Delivery.—There were 949 spontaneous deliveries, an incidence of 
Thirty-two were delivered with the aid of forceps, i.e., 21 low 


94.9 per cent. 
and 11 midforceps applications. 
worthy. 
means of version and extraction. 


once by breech extraction and another time as the sole operative procedure. 
placenta was removed manually three times. 
In all, 51 patients had some operative interference. 
incidence of 5.1 per cent—one worth pondering over, in view of 


rising use of so-called ‘‘prophylactie forceps’’ or ‘‘outlet forceps’? 


TABLE IT. 





METHOD OF DELIVERY 





Spontaneous 
Forceps 

Mid 

Low 
Breech extraction 
Version and extraction 
Bag induction of labor (2) 

1 in a ease of breech 
Manual removal of placenta 
Cesarean section 





TABLE III. BiIrTH 


~ WEIGHT 


There 
9? 
METHOD OF DELIVERY 


| NUMBER | 


was 





PER CEN 
| 949 = 86| 949 — 
| | 
| 
| | 
| 
| 
| | 
| | 
| 
WEIGHTS OF 1,006 


T 
| 














| GRAMS | POUNDS 
37 Under 2,250 | Under 5 
632 | 2.950-3,600 5- 8 
220 3,600-4,050 8-9 
64 | 4,050-4,500 | 9-10 
7 | —-4,500-5,000 | 10-11 
1 | Over 5,000 | Over 11 
45 Not recorded 
1,006 | - 





one 





The absence of the use of high forceps is note- 
Breech extraction was employed in 12, while two were delivered by 
Bag induction was resorted to twice, followed 


This represents an operative 


INFANTS 





JIMBER 


nonobstetrical com- 


The 
cesarean section. 
the rapidly 
(Table IT). 


"E INCIDENCE 





| PER CENT 
”» >” 
12 js 
m 0.2 
l 0.1 
a 0.3 
l 0.1 
1 SL 
PER CENT 
a_ ) 
65.7 
22.8 
6.6 
0.7 
0.1 
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Birth Weight.—Over 30 per cent of the infants weighed between 3,600 and 5,400 
Gm. (8 to 12 pounds) (Table IIT). 

Treatment.—The groundwork for a normal puerperium is laid in the immediate 
ante-partum period. Vaginal examinations, unless absolutely indicated are not 
permitted. Rectal examinations are done as infrequently as is consistent with 
proper observation of the progress of labor. During the delivery vaginal manipu- 
lation, unless part of an operative maneuver, is not countenanced. The Ritgen 
maneuver is discouraged. ‘Too often rectal contents are smeared over or actually 
wiped into the relaxed fourchette by overzealous perineal pressure. Observance 
of little points such as these in the ante- and intrapartum periods bears con- 
siderable influence on the outcome of the post-partum period. 

Immediately upon the delivery of the placenta, 1 ¢.c. of ergotamine tartrate 
(gynergen) is given hypodermically. Rarely is the bleeding severe enough to 
warrant any other medication. At times pituitrin may supplement ergotamine 
tartrate. The action of pituitrin, although prompt, is short lived while the ergot 
alkaloid is prolonged. In fact, it is sufficiently prolonged to allow the uterine 
musculature to regain some of its tonicity. 


POORLY TONICALLY STRONGLY 
CONTRACTED CONTRACTED CONTRACTED 









INTERNAL OS 
EXTERNAL OS 





EXTERNAL OS 






Moderate bleeding. 
Slight accumulation 


of blood clot. 


Free bleeding. Uterine cavity free 


Accumulation of 


ey ofeys Maley Molate Me () of dt 


of debris and clots. 


Canal moderately Canal almost closed. 


Pain. 


Canal widely patent. 


patent. No pain. 





Fig. 1.—Schematic drawing of first day post-partum uterus. 


The uterine body is kept tonically contracted by the oral administration of 
6 minims of the ergotamine tartrate solution (0.4 mg. of gynergen) every four 
hours for five doses per day and for the first three days only. Its importance 
at this time is quite obvious. The uterus instead of remaining 15 to 17 em. in 
height for forty-eight hours rises about 12.5 em. above the symphysis pubis. This 
seemingly small dose is sufficient to keep the uterine canal empty and the sinuses 
coapted but not strong enough to interfere with extrusion of any lochia (Fig. 1). 

It has been a stereotyped teaching that by the tenth day the post-partum 
uterus will reach the level of the symphysis pubis. This is a fallacy. In a 
control series,! the height of the puerperal uterus on the tenth day was 5 em. 
above the symphysis, while in the current series it reached 1.3 em. or less than 
the average fingerbreadth. The primiparous uterus averaged 0.9 em. and the 
multiparous 1.4 em. (Fig. 2). 

Lochia.—The character and the amount of the lochial discharge was in direct 
keeping with the rate of involution. In no instance was it profuse. It was mod- 
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erate in 47.3 per cent, scant in 47.4 per cent, absent in 3.9 per cent, and not 
recorded in 1.4 per cent. It was rubra in 37.5 per cent, serosa in 51.2 per cent, 
alba in 9.6 per cent, absent in only 3 cases, and not recorded in 1.4 per cent, 

These figures serve to emphasize the desirability of maintaining a tonically 
contracted uterus without retention of decidual debris during the first seventy- 
two hours. The free escape of lochia is generally interfered with in a too 
strongly contracted uterus. Interesting, too, in conjunction with this study is 
the fact that in a control seriest lochia rubra was present in 79 per cent of the 
patients at the time of their discharge from the hospital as compared with 37.5 
per cent in the present series (Table IV). 
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DAILY INVOLUTION- 
1000 CASES 
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N 
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' a 32 + s wo 7 ’ Ad 
OAYS - POSTPARTUM 
Fig. 2.—Daily involution, 1,000 cases. 
TABLE IV. LOcHIA 
— AMOUNT ~—C |—~—— ... CH ARRACCPER ~ FOUL 
NUMBER| PER CENT | NUMBER| PER CENT | NUMBER | PER CENT 
Profuse 0 | 0 | Rubra 375 | 37.5 14 1.4 
Moderate 473 | 47.3 | Serosa 512 {| 512 | | 
Seant 474 | 47.4 | Alba 96 | 9.6 | 
Absent 39 | 3.9 | Absent 2 | | | 
Not reeorded 14 | 1.4 | Not recorded 1.4 


Morbidity—Though much may be said about the size of the uterus and the 
character of the lochia, still the prima indicator for an existing morbidity is the 
temperature. The standard of 100.4° F. on any two days other than the first, as 
set down by the American College of Surgeons and generally in use throughout 
this country, is the one in use in this institution. For purposes of comparison the 
British Medical Association standard of 100° F. on any two consecutive days other 
than the first, and the one instituted by DeLee of 100° F. on any day, are included 
in these tables. However, it does seem as if one were ‘‘bending his back to the 
breaking point’’ in accepting a first day post-partum rise in temperature to 
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100° F. as a sign of infection. Dehydration, physical exhaustion, and the sudden 
flooding of the system with foreign proteins are sufticiently competent causes to 


produce a slight first day rise in temperature. 


TABLE V. Morsipity, 1,000 CAsEs 



































a l | DE LEE STANDARD} TOA, Bite 
AMERICAN COL- OE 7 | 100° F. ANY DAY , 
wae | weil 
ee pp ASSN. FIRST DAY 1 DAY OTHER ACCORDING TO 

bes se wid ; ADDITIONAL t ONLY THAN FIRST ALL 
(UNCORRECTED) ADDITIONAL ADDITIONAL STANDARDS 
ses. | PER | aids PER = PER wee | PER com PER 
| CENT CENT | CENT CENT CENT 
36 | 3.6* | 26 26 | 39 | 39 111 | 11.1 212 21.2 
*Corrected morbidity 2.5 per cent (25 patients). 


+B.M.A., 100° F. on any 2 consecutive days other than first. 
tDeLee, 100° F. or over on any day including first. 


Table V shows the uncorrected morbidity according to the standards mentioned. 
Those classified under DeLee’s have been divided into those with only first day 
temperatures of 100° F. or over and those with similar temperature on any other 
day other than the first. There were 56 febrile patients in this series of 1,000 par- 
turient women, and uncorrected morbidity of 3.6 per cent. The 36 were distributed 
among 12 with sapremia, 9 with acute endometritis, 2 with infected episiotomy 
wounds, 6 with acute mastitis, toxemia of pregnancy in 2, pyonephroses in 2, 
and one each with cystitis, upper respiratory infection, and pneumonia. With the 
justifiable elimination of the nonobstetric febrile cases, the corrected morbidity 
based on the standard of the American College of Surgeons is 2.5 per cent. 


SUMMARY AND DISCUSSION 


A satisfactory puerperium definitely implies careful treatment of 
the immediate ante-partum and intrapartum periods. The essence of 
this treatment although well known is worthy of repetition here: 

1. Proper toilet for the patient on admission. 

2. Pelvic examinations, even though they are rectal, should be done 
as infrequently as is conducive to the proper observation of the 
progress of labor. Rubbing the posterior vaginal wall into the cervieal 
canal by overzealous rectal examinations is as harmful as vaginal 
examinations. 

3. Dehydration and exhaustion should be anticipated. 

4. During the delivery it is strongly urged that all fingers be kept 
out of the vagina. 

5. The Ritgen maneuver is inadvisable. The extension of the head 
is better aided by the counter pressure of the thumb and index finger 
on the outermost points of the bulging perineum. 

6. Upon the birth of the presenting part, the anus should be covered 
with a sterile towel. This prevents the cord from dragging over ¢ 
contaminated perineum. 

7. The action of pituitrin although prompt is short. A more suitable 
oxytocie at this time is one that will keep the uterus tonieally con- 
tracted until it has regained some of its tone. This has been aceom- 
plished by replacing pituitrin with ergotamine tartrate. 
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8. The uterine cavity is kept empty, without an undue amount of 
discomfort, by the systematic oral administration of ergotamine tar- 
trate (gynergen) solution in 6 minim (0.4 mg.) doses for five doses per 
day for three days only. 

9. The bladder, rectum, and vagina should be kept empty. To this 
end, the patient should be encouraged to empty her bladder every 
four to six hours, and her rectum daily. A modified l’owler’s position 
for forty-eight hours after the first twenty-four will promote vaginal 
drainage. 

In this study of 1,000 consecutive parturients, the average height of 
the uterus on the first day post partum was 12.5 em. as compared 
with 15.1 em. in a control series' in whom pituitrin alone was used 
immediately upon the expulsion of the placenta. Further, by the third 
day post partum, the average height was 9 em. above the symphysis. 

The full significance of this is apparent in 

1. The absence of any profuse lochia. 

2. The existence of a foul lochia in only 1.4 per cent of all patients 
including the febrile cases. 

3. The presence of a lochia rubra at the time of discharge in about 
one-third of all the patients, and 

4. Most important of all, the controllable morbidity was reduced 
to 2.5 per cent. 

There still remain these 2.5 per cent of obstetric morbidities to be 
eliminated. This may happen when those responsible for the delivery 
shall become wholly ‘‘obstetrie conscious.”’ 


REFERENCE 
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ROENTGENOLOGIC SURVEY OF? CHEST IN 
PREGNANT WOMEN 


Harry J. PERLBERG, M.D., JERSEY Crry, N. JJ. 
(From the Margaret Hague Maternity Hospital) 


A SPECIAL study of pregnant women by means of fluoroscopic ex- 
amination of the chest in addition to the usual clinical examina- 
tion and laboratory tests was instituted about a year ago at the Mar- 
gvaret Hague Maternity Hospital of Hudson County at the request of 
Dr. Samuel A. Cosgrove. The fluoroscopic examination was selected as 
the method for preliminary study, because of its simplicity, and all pre- 
natal clinie cases were routinely referred to this department, although 
some investigators have claimed that the fluoroscope fails to reveal a 
considerable percentage of positive cases of pulmonary tuberculosis 
demonstrated roentgenographically. 

Boynton! and his associates in a survey of students at the University of Minne- 
sota found that 58 per cent of positive cases as shown in the x-ray films were 
missed on fluoroscopic examination. Of 939 cases with a negative x-ray film, 
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21 per cent were thought to have pulmonary lesions in the fluoroscopic examination. 
In 166 cases with positive x-ray findings, the fluoroscopic findings agreed in only 
42 per cent of the cases. They state, however, that the work was done by regular 
staff physicians experienced in fluoroscopy but not roentgenologists. In this connec- 
tion, the multitude of errors committed by many general practitioners, with no 
special training in fluoroscopy but who make it a part of their regular office prac- 
tice, is to be deplored. 

Fellows and Ordway,? reporting on fluoroscopic and simultaneous x-ray exam- 
inations carried out by the Metropolitan Life Insurance Company, found that the 
former revealed pulmonary lesions in 87 per cent of those shown to be positive by 
the x-ray film. They note also that physical examination revealed only 36 per cent 
of the x-ray positives. Sampson and Brown’ of Trudeau Sanitorium, on the basis 
of their findings, express the opinion that in the x-ray study of the chest in adults, 
who show no physical signs of tuberculosis, few tuberculous lesions of clinical im- 
portance are missed fluoroscopically. They emphasize the importance of experienced 
examiners, those experienced not only in x-ray work in general, but particularly in 
fluoroscopic diagnosis of the chest. In such hands, they believe that not over 
3 per cent of tuberculous lesions are missed. Physical examination, on the other 
hand, failed to reveal signs of tuberculosis in 39.6 per cent of the cases found to 
be positive by the x-ray. 


At the Margaret Hague Maternity Hospital this study was made by 
trained examiners with special experience in fluoroscopic diagnosis of 
chest diseases. Our results indicate that the accuracy of the fluoroscopic 
diagnosis of pulmonary tuberculosis is 91 per cent and that very few, 
if any, lesions of clinical importance are missed by this method. The 
simplicity and rapidity of the fluoroscopic method is of definite ad- 
vantage in the examination of large numbers of patients or in any form 
of group survey. The radiograph can then be employed for a further 
study and classification of the lesions found. 

From May 1, 1938 to May 1, 1939, we have made 2,834 fluoroscopic 
examinations of pregnant women at our prenatal clinic. There were 238 
eases checked by subsequent x-ray examinations and these revealed 
lesions as enumerated below. 


a. Active tuberculosis, 3 cases or 0.1 per cent 
b. Inactive tuberculosis, 18 cases or 0.6 per cent 
1. Pulmonary Disease + ¢. Suspicious tuberculous disease, 14 cases or 0.5 per cent 
d. Healed primary tuberculosis, 95 cases or 3.2 per cent 
be Nontuberculous lesions, 10 cases or 0.35 per cent 
ee. ja. Definite cardiac lesions in 55 cases or 1.9 per cent 
i lb. Suspicious cardiac lesions in 23 eases or 0.8 per cent 


(i Azygos lobe 2 

>». Miscellaneous Abnormalities b. Spine - 
Je. Ribs 6 
|d. Thyroid 1 

4. No Pathology 19 cases 

.. Total Cases 251* 


Considering the eases of pulmonary tuberculosis revealed by the flu- 
oroscope and checked on the x-ray film, the figures show an incidence of 
4.5 per cent for the entire series of women examined. Of these, it is 
true, but a small percentage showed definitely active lesions, approxi- 
mately 0.1 per cent of the series. Another 0.6 per cent represented 


*The difference between 251 and 238 is accounted for by the fact that 13 cases pre- 
sented double pathology. 
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lesions that might become active or reactivated under certain conditions, 
It is to be noted, however, that the physical examination had not re- 
vealed evidence of tuberculosis in any of the cases. The percentage of 
active or suspicious cases in this group of pregnant women is small in 
comparison with surveys in other groups, but the diagnosis of tubereu- 
losis in even a small number of pregnant women is important, because 
of the possible effect of pregnancy on the tuberculous lesion and also 
because of the possible danger of infection of the infants as well as of 
other contacts in the home and hospital. The diagnosis of healed tuber- 
culous lesions in the pregnant women is also desirable as it indicates the 
need of careful supervision and management to minimize the possibility 
of reactivation of such lesions. 

The detection of pulmonary tuberculosis in pregnancy, when it is not 
indicated by physical signs or symptoms, is of importance to the patient 
herself, as it enables her to be treated when the disease is in an early 
stage. The efficiency of collapse therapy needs no further comment on 
my part. Hill® states that the greatest mortality was found among cases 
diagnosed after termination of their pregnancy, and the least in those 
women who had tuberculosis before the onset of pregnaney. The in- 
ference is that the tuberculosis in properly treated cases improved and 
not that pregnancy per se does not affect tuberculosis adversely. Close 
cooperation between the obstetrician and the phthisiologist is an abso- 
lute requisite. Where tuberculosis develops after pregnancy has oe- 
curred, the sooner lesions are discovered, the sooner rational therapy 
can be instituted. Therefore, prenatal care should include careful chest 
examination. All of the pregnant women at the Margaret Hague Mater- 
nity Hospital in whom evidence of tuberculosis has been found in this 
survey have been placed in a special service in collaboration with the 
Hudson County Tuberculosis Hospital. The early diagnosis of tubereu- 
losis in pregnant women is of importance to the hospital; a certain per- 
centage of these cases, even if it is small, is or may become active with 
positive sputum and therefore infective. The danger of even one infee- 
tive case in a maternity hospital, if unrecognized, is great. The same 
is true of contacts in the home, not only of the newborn infants, but 
also other children and members of the family who can be protected 
from infection if the diagnosis is made early and the danger of conta- 
gion recognized. 

The diagnosis of pulmonary tuberculosis in a large series of cases is 
of significance from a scientific point of view, namely, to determine the 
effect of pregnaney upon tuberculosis and the management of both 
conditions. The opinions as to the effect of pregnaney upon tuberculosis 
vary widely. 

Falls,t in a review of the subject, notes that ‘‘until recent years it has been 
held by American medical men that pregnancy has a definitely deleterious effect 
on tuberculosis.’’ Thus Osler quotes Dubois to the effect that a tuberculous woman 
might have one baby in safety, a second possibly, and a third, never. Bacon states 
that 33 per cent of pregnant women with active tuberculosis do not survive the 
first year after delivery. These statements, however, do not appear to be in line 
with the newer concepts of tuberculous therapy. Matthews and Bryant,5 in 1930, 
stated that on the basis of their studies at Trudeau they consider pregnaney to be 





























PERLBERG: SURVEY OF CHEST IN PREGNANT WOMEN 829 


distinctly harmful to tuberculous women. On the other hand, Ornstein® and _ his 
associates in a study of 85 cases of pregnancy in tuberculous women found that 
pregnant women did as well as nonpregnant women with tuberculosis. Barnes 
and Barnes? also conclude that pregnancy did not exert an ill effect on sanitorium 
eases. Hill’s8’ opinion has been previously noted. Cohen,® of the University of 
Liverpool, from a review of the literature on the subject and his own investigations, 
considers that pregnancy has no ill effect on inactive lesions, but may aggravate 
the disease and ‘*accelerate its fatal termination’’ in active lesions; this he states 
depends to some extent upon the type of disease present. Falls is also of the 
opinion that each case of pregnancy in a tuberculous woman ‘‘should have individ- 
ual consideration, and the most important factor is the type and progressive tend- 
ency of the lesion.’’ Cohen, in concluding his review, says, ‘‘ Advance in our 
knowledge of the interrelationship of pregnancy and tuberculosis will come not 
from ex-cathedra pronouncements of accepted authority but from the careful collect- 
ing of opposite and adequate data and their subsequent unprejudiced analysis. ’’ 


Aside from the indirect benefit of adequate control and treatment of 
our patients, the diagnosis of tuberculosis in pregnant women at the 
Margaret Hague Hospital is designed for the collecting of adequate data 
regarding the problem of pregnancy and tuberculosis. We plan to carry 
on the work of fluoroscopic examination of all prenatal cases coming to 
our clinie with subsequent radiographic check-up as often as deemed 
necessary; and careful supervision and treatment of those who show 
evidence of tuberculosis. But this is not all; we plan to keep these 
women under supervision and control for a period of from three to five 
years, through subsequent pregnancies, and thus hope not only to pro- 
vide adequate treatment for their tuberculosis and delivery under hos- 
pital conditions, but also to collect definite information on a large series 
of cases which will be of aid in answering the question as to the effect 
of pregnancy on tuberculosis, and the proper conduct of the case when 
a tuberculous woman becomes pregnant or tuberculosis is found after 
pregnancy is established. 

I have emphasized our findings in the diagnosis of tuberculosis in preg- 
nant women, because this phase is of paramount importance, but the 
value of the cardiae findings in this series is not to be overlooked. The 
demonstration of even a minimal cardiac lesion is of importance in the 
care of a pregnant woman. 

In fluoroscopic study of the heart, which is made in three different 
positions, attention is directed toward pulsations, size, position, and 
eontour of the heart. To evaluate these, the roentgenologist has to take 
into consideration normal physiologic changes during pregnaney which 
have an influence especially on the position, size, and eontour of the 
heart. The principal changes we found were a more prominent left 
auricular-pulmonie curve, especially in the left oblique position, slight 
tendency toward a mitral configuration, and increased density of the 
aortic shadow. These physiologic alterations are marked in the third 
and fourth months, when the pregnant woman tries to adapt herself to 
the increased burden and in the last month of pregnancy when the 
mechanical influence of the increased intra-abdominal pressure comes 
into play. Abnormal findings were therefore suspected in all eases in 
which signs outside of these physiologic changes were noted, and these 
were checked by teleroentgenographic examinations in which the eardiae 
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outline and its measurements were derived. Supplementary clinical 
follow-ups and electrocardiographie studies were made by the Car- 
diology Department. 

It might be of interest to state that all the cases which were referred 
for roentgenologic heart examination were found subsequently to have 
a cardiac lesion either of an active or a silent type, requiring special 
‘are and management, and in this way it is safe to say that this method 
is an advantage in prenatal care. 

While here the question of infection is not involved, there is, never- 
theless, the important problem of management, both of the cardiac 
lesion and the pregnancy, to be considered. Hence the fluoroscopie study 
of the chest in pregnant women has a twofold importance, but the early 
diagnosis of tuberculosis is of the greatest significance. 
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CANCER AND FIBROMYOMAS OF THE UTERUS* 


Don D. Bowers, A.B., M.D., INDIANAPOLIS, [ND. 
(From the Indianapolis City Hospital) 


essen fibroids may precede and coexist with cancer of the uterus. 
References to this association, estimates of its frequency and dis- 
cussions of the etiologic relationship have appeared in published re- 
ports. 

The material here presented was studied to compare findings with 
results of other investigations. In addition I have been impressed 
by failures of recognition of this ‘‘symbiotic’’ growth clinically and 
the attendant harmful possibilities. Thus the apparent need for empha- 
sis upon the practical phase was evidenced. 

This report presents an analysis of the clinical and pathologie records 
of 476 fibromyomas and 172 malignancies of the uterus. All material 
was unselected, histologically confirmed and from the Gynecologic 
and Onecologic Departments of the Indianapolis City Hospital for the 
five-year period July 1, 1934 to July 1, 1939. 

Considerable interest has been shown in the possible etiologic relation- 
ship between fibromyomas and uterine malignancies, both corporeal and 
cervical. 


*Read at a meeting of the American Association for the Study of Neoplastic 
Diseases, Washington D. C., Sept. 9, 1939. 
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The connection between tumor growth and hormonal factors has pro- 
yoked discussion. The rapid growth of myomas coincident with the 
hyperestrinism of pregnancy and the regression during puerperal and 
menopause states is an old clinical observation. Witherspoon’  at- 
tempted to correlate associated infection and endocrine imbalance as 
agents in the etiology of myomatous growth. He emphasized the infee- 
tious origin of follicular retention cysts and concluded that the resulting 
hyperestrinism was the most active exciting cause of fibromyomas. The 
coexistence with fibroids of hyperplasia of the endometrium, adenomyosis 
and endometriosis was predicated upon a similar basis. 

Evidence contrary to the broad acceptance of this theory has been 
presented. Kanter and others* reported a lack of consistency in the 
uterine and adnexal findings coexistent with fibromyomas. They con- 
cluded that hyperestrinism is not the sole factor in the production of 
these lesions. 


TABLE I. ADNEXAL PATHOLOGY ASSOCIATED WitH 448 CASES OF UTERINE FIBRO- 
MYOMAS 


PER CENT 





























No. |———————_| RATIO 
GROUP| TOTAL 
No adnexal pathology 61 | 100.0} 13.6 
Uterus with fibroids and associated lesions 17 27.8 3.8 
Uterus with fibroids no associated lesions 44 72.1 9.8 }1:2.6 
With adnexal pathology 387 | 100.0} 86.4 
Uterus with fibroids and associated lesions 108 27.9 | 24.1 
Uterus with fibroids no associated lesions 279 72.0} 62.2 }1:2.58 
Associated lesions, uterine tubes and ovaries 
1. Salpingo-oophoritis 17] 38 
2. Salpingitis 106 23 
3. Salpingitis and retention cyst ovaries 52 11 
4, Retention cyst ovaries 43 9 
5. Other adnexal lesions alone 15 B 








Atrophy of ovaries (8), ovarian dermoid cyst (3), bilateral fibromyoma of 
ovaries (1), papillary cystadenoma of ovary (1), Brenner tumor of ovary 
(1), corpus luteum cyst (1). 


Associated with Lesions 1 to 4 
Granulosa cell tumor of ovary (1), dermoid cyst of ovary (5), pseudomucinous 
cystadenoma of ovary (1), adenocarcinoma of ovary (1), ovarian fibroma 

(2), endometriosis of appendix (1). 








In this series, specimens of the ovaries and uterine tubes were ex- 
amined grossly and microscopically in 448 eases. Witherspoon reported 
a group with almost 100 per cent salpingitis and eystie oophoritis. 
Analysis of the series here presented revealed adnexal pathology in 
a high percentage (86.4 per cent) although ovarian cystic disease was 
found in only 20 per cent. Proliferative intrauterine pathology was 
associated with fibromyomas in approximately 28 per cent. Endome- 
trial hyperplasia, endometritis, adenomyosis, hypertrophy of the en- 
dometrial or myometrial elements, alone or in combination, were noted 
as frequently (in almost exact ratio) in proportion, however, in the 
group without adnexal pathology. 

The high incidence of adnexal pathology (86.4 per cent) suggests a 
relationship to the fibromyomas, the two occurring together with such 
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frequency. However, many of these adnexal changes may be inter. 
preted as the direct result of the presence of the fibroids within the 
uterus. Indeed, such interpretation has been accepted for some time 
past. 

The intrauterine lesions associated with fibroids occurred with the 
same relative frequency in the cases without adnexitis. Therefore ad- 
nexal inflammation cannot logically be held responsible for these asgo- 
ciated lesions within the uterus. This fact does not negate the relation- 
ship between increased estrin production and the uterine proliferative 
lesions, but adds doubt as to the importance of infection in initiating 
the imbalance. 


TABLE IIT. INTRAUTERINE PATHOLOGY ASSOCIATED WITH FIBROMYOMAS 








Supracervical hysterectomies 374 —CO ; 
Total hysterectomies 102 
Total 176 


Endometrial hyperplasia 54 or 11.0 per cent 
Endometrial polyps 37 or 7.7 per cent 
Hypertrophy of uterus 25 or 5.2 per cent 
Glandular hypertrophy of endometrium 24 or 5.0 per cent 
Chronie endometritis 14 or 2.9 per cent 
Adenomyoma 13 or 2.7 per cent 
Adenomyosis 10 or 2.1 per cent 
Adenomatous cervical polyps + or 0.8 per cent 
» 


Atrophy of uterus or 0.4 per cent 








Intrauterine pathology associated with fibromyomas in 476 cases was 
recorded. As noted, endometrial hyperplasia occurred in 11 per cent. 
If hyperplasia oceurs as an index of increased estrin secretion, it is 
difficult to explain the etiology of the fibroids in this group on the basis 
of excess estrin secretion alone. This finding agrees with the observa- 
tions of Kanter and others previously quoted. 

The failure of maturation of the follicles has been suggested by 
Witherspoon as the cause of sterility related to fibroids. In this series 
of 448 cases submitting uterine tubes and ovaries, 144 were sterile or 
denied pregnancy, an incidence of 32 per cent. Fourteen of these 
patients were single. Of this sterile group, 25, or 17 per cent, failed 
to demonstrate pathology of the tubes or ovaries; atretic follicles as 
well as inflammatory changes were absent. Retention cysts were pres- 
ent in 21, or 14 per cent. The remaining 98, or 69 per cent, showed 
salpingitis of one form or another, and sterility might have resulted 
from the relative or absolute tubal closure. 

Uterine fibromyomas and corporeal and cervical cancer are so common 
in occurrence that it would seem strange if they did not appear together. 
Speculation as to the full significance of their simultaneous presence has 
provoked much discussion. Many investigators have reported statisties 
supporting their belief that malignancies occur more frequently in the 
presence of myomas than in the nonmyomatous uterus. 


Martzloff® collected statistics from various investigators; the composite showed 
an average of 2.23 per cent corporeal and 1.5 per cent cervical cancer complicating 
fibromyomas. Only one author (O. Frankl) reported the usual relative incidence 
of occurrence of the two forms, corporeal 0.53 per cent and cervical 3.3 per cent. 
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Many authors report a much higher frequency of cancer in the myomatous uterus 
than the usually accepted 2 to 4 per cent. Fallsé recently estimated cervical and 
corporeal cancers, totaling 9.9 per cent in a series of uterine fibroids. Others 
present contrary evidence. Von Geldern? in a careful analysis of hysterectomy and 
autopsy material failed to reveal an increase in the incidence of cancer in the 
myomatous over the nonmyomatous uterus. Contrasting opinions demonstrate the 
difficulty of accurate analysis and correct interpretation of statistics relative to this 
supposed relationship. There is evidenced a growing belief, however, in the etiologic 
relationship between corporeal cancer, fibromyomas and other proliferative growth 
activities within the uterus. The status of cervical cancer in this problem seems 
to remain controversial. 


Evidence that the hormone factor is most significant in the etiology 
of proliferative growth has accumulated. The only known cause of 
endometrial hyperplasia is continued hyperestrin secretion. Novak and 
Enmei® in a most excellent discussion of the variable features and grada- 
tions of endometrial hyperplasia present evidence pointing to a rela- 
tionship of some sort between postmenaeme hyperplasia of the endome- 
trium and corporeal adenocarcinoma. It is a regrettable feature that, 
in this series of corporeal cancer here presented, the noneancerous en- 
dometrium was not studied. 

Determinations of the incidence of cancer complicating fibroids are 
of interest but of value only in relation to the group studied. It is im- 
possible to state the frequency of fibroids since only hospital patients 
are studied. Differences in social, economic, and racial status oceur. 
Thus the conditions present control the statistics to a great extent. 


TABLE IIT 








Per Cent Fibromyomas Complicated by Malignancy 
Fibromyomas without malignancy 476 
Fibromyomas with malignancy 20 
Total 496 

Fibromyomas and: 


Corporeal carcinoma 5 or 1.0 per cent 
Cervical carcinoma 15 or 2.62 per cent 
Sarcoma of uterus 2 or 0.40 per cent 





Total 20 4.02 per cent 


Per Cent Malignancies Complicated by Fibromyomas 











NO. FIBROIDS PER CENT 
Malignancies: 
Corporeal cancer 18 5 27.7 
Cervical cancer 152 13 8.2 
Sarcoma of uterus 2 2 100.0 
Total 172 20 11.6 





In this group there were 476 cases of fibromyomas and 172 instances 
of malignancy of the uterus. Malignaney and fibroids coexisted in 20 
patients, 4.02 per cent incidence. Eighteen uterine carcinomas compli- 
eated fibroids, an incidence of 3.62 per cent. Five of the cancers were 
corporeal and 13 cervical, an incidence of 1 and 2.62 per cent, respec- 
tively. 

Of the 172 uterine malignancies 20 were associated with fibroids, 
an incidence of 11.6 per cent. There were 170 carcinomas of the uterus, 
18 being corporeal and 152 cervical. There were 27.7 per cent of the 
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corporeal and 8.2 per cent of the cervical cancers which had associated 
fibroids. Both uterine sarcomas occurred in fibroid uteri. 

Of 170 uterine cancers, the uterus was available as a specimen in 43, 
14 of the corporeal and 29 of the cervieal cancers. Cancer diagnosis 
was by biopsy specimen alone in 117 patients, who received irradiation 
as the treatment of choice. Of the 29 uterine specimens available, show- 
ing cervieal cancer, 13 contained fibroids, and comment in explanation 
of this fact will be made later. 

The incidence of cervical cancer in this series of fibromyomas is rela- 
tively high, but it may be presumed that this incidence would have been 
further elevated if uterine specimens had been available in the 117 
diagnosed by biopsy alone, as apparent fibroids were palpated clinically 
in many instances. 

Dublin® has estimated that the mortality rate among colored females 
from eancer of the female genital organs is about 50 per cent higher 
than among white females at all ages combined. In this group there 
were 2.8 times more uterine malignancies in white than colored, with 
equally available beds. Of the 18 uterine cancers with fibroids, 8 were 
colored and 10 white. In the uncomplicated fibroid cases (476), there 
were 3.3 times more colored than white patients, in spite of the fact 
that white beds on female surgery are double those of colored. 

The immediate practical value of this study is in determining’ the 
factors which may aid us in cancer prevention and control in the in- 
dividual patient. 

The preoperative investigation of patients with fibroids should always 
be thorough. The presence of fibroids may definitely obscure related or 
coexistent pathology. 


TABLE IV. RESIDUAL CANCER 














Malignaney of cervix stump recognized postoperatively 10 
Supracervical hysterectomy for fibroids 7 
Sx alpingo- oophoritis 3 

Cervieal carcinoma recognized by pathologist after total hysterectomy 3 
For fibroids 1 
For adnexitis 2 

Malignancy of cervix stump late afte r Suprace rvie ical hysterec tomy 6 











This fact is evidenced by the number of patients in this series with 
residual cancer following operative procedures for fibroids. Eight pa- 
tients, an incidence of 1.2 per cent of the entire series, presented this 
complication. An additional 5 patients exhibited residual cancer follow- 
ing surgery for other pelvic pathology, the total incidence of immediate 
residual cancer being 2.6 per cent. 

These omissions of preoperative investigation were made by men 
thoroughly trained and with years of experience in clinical and surgical 
gynecology. The diagnosis of cancer when present is relatively easy. 
This fact furtner emphasizes the general need for stimulation of 
‘‘eaneer conscious’’ attitude within the profession as well as among 
laymen. 
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In most instances the failure to make a careful and complete pre- 
operative investigation was caused by the obvious presence of a fibroid 
uterus which clinically overshadowed the more important cancer. The 
records showed lack of careful consideration of the history and omission 
of detailed inspection and palpation of the cervix. Cervical biopsy was 
ereatly neglected in this series. 

Progressive metrorrhagia intermitting with foul leucorrheal discharge 
may accompany certain types of fibroids. In such instances, however, 
endometrial biopsy should precede surgery. The clinical recognition 
of carcinoma in a myomatous uterus may have a momentous bearing 
upon the patient’s welfare. Adequate treatment may be neglected by 
assuming that the patient has only fibroids. 

The occurrence of cancer in the cervical stump late after hysterectomy 
introduces a problem in eancer control. Six instances occurred in this 
series, three of which gave a history of removal of corpus for fibroids, 
but are not ineluded in the fibroid with cancer series. Histologie study 
was not available. This incidence is too great to be neglected. Due 
consideration should be given this possibility in each individual ease, 
and the conviction that cancer and fibroids have no connection should 
not cause neglect of an obviously diseased cervix. 

Limitation of time permits little discussion of the total versus su- 
pracervical hysterectomy procedures, about which there is still much 
controversy. I personally lean strongly toward total hysterectomy 
wherever possible, and am not convinced that the added risk is great. 

Pfaff,1° in 1936, examined the records of three Indianapolis Hospitals for the 
five years preceding. His statistics showed 1,691 supracervical hysterectomies with a 
mortality rate of 3.29 per cent and 567 total with mortality of 3.5 per cent. 


COMPARATIVE MORTALITY (PFAFF) 




















HOSP. HOSP. HOSP. 
A MORT. B MORT. c MORT. 
Supracervical 273 2.5% 760 2.7% 658 4.3% 
Total 227 2.6% 19] 3.2% 149 4.5% 





If one prefers supracervical hysterectomy, associated apparently be- 
nign cervical lesions should be treated by actual cautery, endothermy, 
or classic surgical methods, and I might add, accompanied by biopsy 
whenever possible. 

The treatment of uterine fibroids by irradiation without preliminary 
endometrial biopsy is to be condemned. 


CONCLUSIONS 


1. The eclinieal and pathologie records of 476 cases of fibromyomas 
with associated adnexa in 448, and 172 malignancies of the uterus were 
reviewed. 

2. Evidence confirmed the high incidence of adnexal pathology asso- 
ciated with myomatous uteri, but adds doubt as to the relationship 
between adnexal inflammation and intrauterine lesions associated with 
fibroids. 
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3. If endometrial hyperplasia is an index of increased estrin secretion, 
the low incidence of this finding with fibroids indicates the necessity of 
considering other factors in addition to hormonal in the etiology of 
fibroids. 

4. A relatively high percentage of cervical carcinoma was found in 
fibroid uteri in this series. Factors are presented in discussion which 
influence statistics showing the association of fibroids and cancer. 

5. The number of residual cancer cases indicate that from the stand- 
point of the individual patient in dealing with fibroids the primary con- 
sideration should be the determination of the presence or absence of 
malignancy. 

6. The problem of treatment of fibroids, or any pelvic disease, presents 
also the responsibility of eliminating potential sources of future cancer 
development. 
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INTESTINAL INTUBATION IN GYNECOLOGIC INTESTINAL 
COMPLICATIONS 


Paut M. GLENN, M.D., AND Ropert L. FAULKNER, M.D., CLEVELAND, O. 
(From the Departments of Medicine and Gynecology, Lakeside Hospital and 
Western Reserve University) 

URING the past year intestinal decompression with the Miller- 

Abbott tube’ has been used at Lakeside Hospital as an adjunct in 
the management of over forty patients with intestinal obstruction, either 
mechanical or paralytic. About 25 per cent of these cases had primary 
gynecologic disorders and the intestinal obstruction was a complication. 
Generally the intestinal complication contributed more to the patient’s 
discomfort and to the gravity of the prognosis than the gynecologic dis- 
order. 

As these gynecologic patients form such a large part of the general 
group of intestinal obstructions, it seems timely to point out the value 
of intestinal decompression in their management. Although the series 
is too small for a statistical survey, we feel this method will decrease 
mortality. The value of decompression of the upper intestinal tract has 
been established by Wangensteen,? and intestinal intubation extends this 
method to permit decompression of the intestine to any depth. The 
technique of intubation has been deseribed by Miller, Abbott, Johnston 
and others.’ *° 

Intubation in the intestinal complications of gynecologic disorders 
may be considered under two headings: (1) preoperative use and 
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(2) postoperative use. The first group also includes those cases of pelvic 
inflammatory or neoplastic disease with intestinal complications in which 


surgical procedures do not become necessary. A case summary in each. 


group will illustrate the value of this procedure. 


PREOPERATIVE USE 

A 43-year-old woman had occasional attacks suggestive of partial intestinal ob- 
struction for four years. One week before admission a similar but more severe 
attack began, characterized by cramplike lower abdominal pain, distention, and 
persistent vomiting. It was not relieved by vigorous self-administered cathartics 
which had helped previous attacks. Her gynecologic history was noncontributory 
except for sterility of many years’ duration, 

Physical examination revealed an acutely ill, dehydrated patient. Her tempera- 
ture was 38.2° C., pulse 100, respirations 24, and blood pressure 120/70. Positive 
findings were limited to the abdomen which was moderately distended and tympanitic. 
There was some rigidity and tenderness in both lower quadrants. On auscultation 
peristaltic sounds were increased in frequency. There was profuse vaginal dis- 
charge, and on pelvic examination there was tenderness and induration, more 
marked on the left side. 

Laboratory data revealed a leucocytosis of 18,500 and 75 per cent hemoglobin 
(Sahli). There were a few white blood cells and a slight trace of albumin in the 
urine. The maximum sedimentation rate was 2.2 mm. per minute. Urethral and 
cervical smears were negative for gonococci. A roentgenogram of the abdomen 
showed several distended small intestinal loops localized in the left side and some 
as in the colon. 

The impression of most of those who saw the patient was that she had a pelvic 
infection with partial intestinal obstruction. Conservative treatment consisting of 
daily Elliott6 treatments, continuous hot stupes to the abdomen, and supportive 
measures was instituted. Constant Wangensteen gastric drainage was started, but, 
since the distention decreased and she had a normal stool, this was discontinued 
after twenty-four hours. 

Her course was favorable until the eighth day when her lower abdominal 
cramplike pains recurred. The temperature spiked to peaks of 59.7° C. and the 
pulse rose to 120. The distention increased rapidly, bowel movements ceased, and 
vomiting began. Peristalsis first increased in frequency and then decreased. A 
roentgenogram showed considerable increase in the amount of gas in the small 
intestine. 

Apparently the bowel had become completely obstructed. Surgical intervention 
was not desirable in the face of the active pelvic infection, and decompression with 
the Miller-Abbott tube was started. Within twenty-four hours her temperature 
dropped, reaching a peak of only 38.3° C. The pain and vomiting ceased and 
distention was relieved. It was felt that an immediate operation could be delayed 
without danger to the patient. 

She tolerated the tube well and after the first day she took adequate fluids, and 
a 2,000-ealorie, special low residue diet? by mouth. Oral salt intake was adjusted 
to maintain normal blood chlorides. Her temperature fell gradually and after one week 
reached normal and remained so for the subsequent week. During this interval 
local treatment of pelvic cellulitis was continued. Her intestine remained de- 
compressed, although she had no spontaneous bowel movements and enemas were 
ineffectual. 

Within twenty-four hours after the intestinal tube was started, the tip had 
reached the left midabdomen in the region where the dilated small intestinal 
loops had been present for at least eleven days as shown by roentgenograms. The 
tip of the tube stayed in this region about ninety-six hours while constant drainage 
was maintained. Even after the tip had left this area a small amount: of gas 
persisted in these loops. This area appeared to be in the lower jejunum and the 
site of the partial obstruction responsible for her long history of intestinal trouble. 
After the tube tip left this area, advance continued regularly until it reached 
the terminal ileum where it again stopped. Investigation of this area by the injec- 
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tion of a small amount of thin barium suspension through the tube showed that 
here the advance was stopped by a fixed, sharp turn in the terminal ileum. 

Pelvic examination at this time revealed a symmetrical, freely movable, right- 
sided suprapubic mass about 7 em. in diameter and a smaller left adnexal mass 
inseparable from the uterus. Pelvic cellulitis had decreased. 

Because of the high degree of intestinal obstruction, operation was deemed 
advisable even though from the gynecologic aspect it was desirable to allow the 
pelvic inflammation to become more quiescent. At operation the pelvis showed 
evidence of subacute and chronic inflammation. On the right side there was a 
hydrosalpinx. On the left side there was a tuboovarian inflammatory mass in the 
cul-de-sac, with dense and vascular adhesions. A loop of upper ileum was acutely 
kinked and solidly attached to the latter mass. The loop was deflated with the 
tube passing through it, but the intestinal wall was thickened proximal to the 
adhesion. A more distal loop near the terminal ileum was also adherent to the 
adnexal mass, this being fixed in position but not obstructed. Thus the preopera- 
tive localization of the intestinal obstruction was confirmed. 

Supracervical hysterectomy and bilateral salpingo-oophorectomy were done with- 
out difficulty, the intestinal adhesions freed and the abdomen closed without drain- 
age. Her convalescence was uneventful. The tube was left in place with suction 
maintained intermittently until the fifth day. There was absolutely no clinical 
evidence of postoperative ileus. The highest postoperative temperature was 38.5° 
C., during the first two days. An enema was effectual on the fourth day and 
subsequently the patient had spontaneous normal stools. She was discharged on the 
eleventh day, and in the subsequent twelve months has been symptom free. 


This case illustrates several advantages of preoperative intubation. 

1. It relieved all symptoms which were due to intestinal obstruction 
from bowel involved in a pelvic inflammatory disease. 

2. An immediate operation was safely delayed on a patient in poor 
condition. During this interval the patient received an adequate fluid, 
chloride, and dietary intake with improvement in her condition. 

3. Since the surgical procedure was made elective, satisfactory pre- 
liminary treatment of the pelvic disease was possible. The operation 
was technically simplified as the pelvic infection was quiescent and the 
intestine was completely deflated. 

4. During this interval the diagnosis was more accurately established. 

5. The postoperative course was probably smoother, as it is possible 
that had not intestinal drainage been available some degree of post- 
operative ileus would have occurred, considering the amount of handling 
of intestines required at operation. 

Although operation was necessary in this case, in others in whieh 
the actual mechanical intestinal obstruction is less, the adhesions less 
fibrous, and the acute symptoms largely due to paralytic ileus, operation 
may not be required. The relief of distention while the pelvie inflamma- 
tory process is subsiding may entirely relieve the intestinal obstruction. 
Similarly, intestinal intubation may relieve the occasional obstruction 
following heavy irradiation of the pelvis for neoplasm when surgery is 
obviously contraindicated. 

POSTOPERATIVE USE 

The patient, a 45-year-old white woman, had enjoyed good health except for 
uterine bleeding of several months’ duration. Physical examination was negative 
except for a large fibrotic uterus which was removed without difficulty, total hysterec 
tomy being done. There was no visible bleeding upon closure. The patient with- 
stood the procedure well and the immediate postoperative recovery was satisfactory, 
although the temperature rose to 38° C. and fluctuated around this level. Water 
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was given the first day, clear liquids the following day. On the second day 
nausea and abdominal pain began. The abdomen showed progressive increase 
in distention and vomiting occurred. The wound was probed on the third day, 
found to be infected and drained purulent material subsequently, but the tempera- 
ture remained elevated. By the fifth day the distention was quite severe in spite 
of the use of enemas and Wangensteen gastric drainage. Rectal examination re- 
vealed a firm, tender mass in the cul-de-sac, bulging into the rectum. On the 
seventh day this was opened through the vagina, a large amount of bloodstained 
fluid streaked with pus evacuated, and a drain was inserted. 

She did not improve and the fourth day after the incision and drainage of the 
infected pelvic hematoma, her condition was critical. The abdomen was markedly 
distended, practically no peristaltic sounds were audible and the rectum was col- 
lapsed. Roentgenograms of the abdomen showed numerous distended loops of 
small intestine filled with gas and fluid with a ‘‘ladder’’ pattern. An enterostomy 
was considered, but, as this was all that could be attempted in view of her critical 
condition, it was felt that intestinal intubation would accomplish the same result 
without the risk of additional surgery. 

An intestinal tube was started and there was profuse drainage of intestinal 
fluid and gas contents for several days. The distention decreased markedly, the 
temperature dropped to around a 38° C., level, and the patient improved consider- 
ably. After the tube was well advanced in the intestine, the patient took adequate 
fluids, chlorides, and the low residue diet by mouth, so that parenteral fluids which 
had been required for the first eleven postoperative days were no longer needed. 
The tube was kept in place for eighteen days. Every few days she was given a 
trial without the tube by discontinuing the suction and deflating the balloon. How- 
ever, each time this was done her diseemfort increased and distention reappeared. 
She had no spontaneous bowel movements and frequent enemas were ineffectual 
until the seventeenth day, when she began to have spontaneous bowel movements. 

Fluoroscopic examination with injection of barium into the intestine through the 
tube at this time showed the tip to be about 25 em. proximal to the cecum. There 
was evidence of irritability of the terminal ileum and displacement in its position 
out of the pelvis but no point of obstruction to the cecum. Some barium given by 
enema showed areas of narrowing in the sigmoid colon which appeared to be due 
to an extrinsic lesion. It is very likely that the sigmoid colon had been the site 
of the obstruction which was relieved as the infection subsided. 

The tube was removed on the eighteenth day, and the patient’s subsequent course 
was uneventful, except for occasional mild diarrhea which was attributed to irri- 
tability in the narrowed areas of the sigmoid. This soon disappeared, the vaginal 
discharge ceased and the infected wound healed. The patient’s course for the 
seven months since discharge from the hospital has been uneventful. 


This case illustrates how intestinal intubation can be used in post- 
operative complications of pelvie surgery. 

1. It was used as a method of treatment with excellent clinical im- 
provement. 

2. The tube produced the results of an enterostomy without the neces- 
sitv of an operation. The ‘‘intestinal tube enterostomy’’ is a cleaner, 
more desirable procedure, more readily controlled and may be termi- 
nated at any time. The results seem to be as good as from a surgical 
enterostomy and an operative procedure (and sometimes two procedures, 
when secondary closure is required) is obviated. 

3. Intubation served as a diagnostic aid in determining the site of 
obstruction. In this ease this was not of great importance though from 
the evidence obtained the decision was made that further operative pro- 
cedure would be unnecessary. 

These eases have been selected for illustration because of the numerous 
complicating factors, thus demonstrating the widest range of application 
of intestinal intubation. 
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Contraindication to and dangers in the use of the intestinal tube have 
been elaborated.**> Probably the greatest risk is the possibility that im- 
mediate surgery might be delayed in obstructed intestine to which the 
blood supply has been endangered. Such cases of strangulated intestine 
within the abdominal cavity can usually be recognized by the clinical 
picture * * of an abrupt onset, rapidly progressive severity and findings 
of peritoneal irritation. Where endangered blood supply is not evident 
at the onset but such an event occurs after the tube is started, we feel 
that it can be recognized. With the tube advancing and deflation 
progressing satisfactorily, signs of peritoneal irritation, a rise in tem- 
perature, pulse or leucocyte count indicate probable strangulation. Four 
such cases have been encountered in which decompression was begun by 
intestinal intubation and strangulation subsequently developed. These 
were recognized and laparotomy was immediately performed. In only 
one had the vascular change progressed enough to require resection of 
some intestine. All patients recovered. 

The danger of fluid and mineral loss by a prolonged period of in- 
testinal drainage is overcome by adjusting the salt intake to maintain 
normal blood chlorides (usually 8 to 15 em. dailv) and adjusting the 
fluid intake to obtain a voided output of 1,000 to 1,200 e.e. daily. In 
almost all instances the salt and fluid can be administered orally, and 
at the same time an adequate caloric and vitamin dietary intake ean 
be given.’ 

The question of production of esophageal erosions by the tube also 
arises. The majority of patients do not complain excessively of its 
presence. Preservation of the general state of nutrition and frequent 
shift in position of the tube with a normal oral intake may make erosion 
less likely to occur than in an undernourished patient who is not taking 
anything by mouth. 

CONCLUSION 


1. In a series of over 40 cases of intestinal obstruction due to either 
mechanical or paralytic ileus, about 25 per cent were complications of 
primary gynecologic disorders. 

2. This group of cases offers an ideal field for the use of intestinal 
intubation with the Miller-Abbott tube, both as a method of treatment 
and for diagnosis. 

3. Cases are cited illustrating the advantages obtained by using the 
intestinal tube as an adjunct in the treatment of intestinal complications 
before and after operation in gynecologic patients. 

4. It is hoped that this adjunct will lower the mortality which at 
present is high in this group of cases. 
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THE SUBOCCIPITOBREGMATIC CIRCUMFERENCE* 


Hersert THoms, M.D., anp M. S. Goprriep, M.D., New Haven, Conn. 
(From the Department of Obstetrics and Gynecology, Yale University School of 
Medicine ) 


ROM the standpoint of practical obstetrics obstetricians will agree 

that the most important of the various planes that bisect the fetal 
head is that outlined by the subocecipitobregmatic circumference. It is 
this part of the fetal head which is of such importance in studies having 
to do with cephalopelvie adaptation. 

According to Beck! this section ‘‘is almost circular in shape and is the plane 
which passes through the pelvis in the normal mechanism of labor.’’ Various 
figures are given for the biparietal and suboccipitobregmatie diameters which tra- 
verse this plane, and, in general, they are stated to average 9+ em. and 9.50 em., 
respectively. Riggs’? figures for the white race are 9.25 and 9.70, and for the 
black race 9.05 and 9.29. Thus it will be seen that a plane with such unequal 
diameters cannot be a true circle. 


Assuming that more knowledge concerning this plane might be of 
value in the study of cephalopelvie relationships, particularly in the 
mechanisms of labor, the authors have recently undertaken to evaluate 
certain aspects of this plane in the newborn. In order to obtain the 
contour of this plane in the living infant, we devised a pliable lead tape 
hinged in its center which permits the opening of the blades while each 
blade maintains its configuration. In obtaining the contour of the sub- 
occipitobregmatic circumference, we place the hinged portion of the 
tape just below the occipital protuberance, with the child lying on 
its back and bring the blades across the parietal eminences to the pos- 
terior aspect of the anterior fontanel. The blades are then carefully 
opened and the lead tape removed from the child’s head. The blades 
are then returned to their original position as they encircled the child’s 
head, and tracing the outline on centimeter-squared paper becomes a 
relatively easy matter. 

The material presented in this communication represents the results 
of this procedure in 70 infants born at term (2,500 gm. or over), 55 of 
which were measured within the first six hours following birth and 15 
were measured from the fifth to the eighth day of infant life. In 48 
instances of the first group, the birth followed a normal vertex presenta- 
tion, in 3 the presentation was by the breech, and in 9 the ehild 
was delivered by elective cesarean section before labor. 

The most interesting finding which was uniformly present in all eases, 
with a single exception, was that the contour of this cireumference was 
found to be definitely ovate in shape, with the occipital half of the eir- 
cumference narrowed and the bregmatie half broadened. The relation- 

*This study was made possible through the Research Funds of Yale University 
School of Medicine. 
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ship of the length of the suboccipitobregmatie diameter to the biparietal 
was essentially that that has been noted by other observers. In oup 
series in the vertex cases the first named diameter was equal to or more 
than the second in 36 of the 48 cases. In the breech cases this relation- 
ship obtained in 3 of 3 cases, in the cesarean section cases 7 of 9, and 
in the cases measured from the fifth to the eighth day post partum in 
15 of 15 eases. 

The diagrams in Fig. 1 showing circumference outlines are repre- 
sentative tracings from the various groups named above. In these 
figures the dotted line represents a duplication of the bregmatie or broad 
half of the suboccipitobregmatie circumference. 
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Fig. 1.—1, Represents the essential outline in 36 vertex cases in which the sub- 
occipitobregmatic diameter was equal to or greater than the biparietal. 2, Represents 
the essential outline in 9 vertex cases in which the biparietal diameter was greater 
than the suboccipitobregmatic. 3, Represents the essential outline in the 3 breech 
cases. 4, Represents the essential outline in the 9 cases delivered at cesarean section. 
5, Represents the essential outline in the 15 cases measured five to eight days post 
partum. 6, Represents the outline of the single case in which the configuration of the 
occipital half duplicated the bregmatic half of this circumference. 


It is interesting to note that there is no difference in these contour 
relationships between the cesarean section series, in which no molding 
due to labor could have taken place, and the vertex cases, where such 
molding might have taken place. These findings are also confirmed in 
the 15 cases measured from the fifth to the eighth day of infant life 
when any effect of molding is said to be obliterated. 

It seems clear from the findings mentioned that the suboceipito- 
bregmatic circumference is not truly cirewar but ovate in shape with 
the bregmatic half definitely broader than the occipital half. This fact 
suggests an interesting speculation as to the role which such a shape 
may play in the process of internal anterior rotation in vertex presenta- 
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tions. We are reminded that the bony pelvic canal from inlet to outlet 
is definitely narrower in its anterior half, and that, in the adaptation 
of the flexed fetal head to this canal, anterior rotation of the occipital 
half of the suboecipitobregmatie plane would be the most favorable 
mechanical relationship. 

We are not attempting at this time to explain anterior occipital in- 
ternal rotation solely by the factors of mechanical adaptation, but it 
seems obvious that this movement is certainly favored by the shape 
of the suboccipitobregmatic circumference as we have found it. 

SUMMARY 

1. A device has been described which is useful in outlining fetal head 
circumferences, and by its employment the suboccipitobregmatie cireum- 
ference has been outlined in 70 newborn infants. 

2. This group represents infants born by different mechanisms, which 
includes vertex and breech presentation and cesarean section. In addi- 
tion, 15 infants born following vertex presentation were measured on 
the fifth to eighth day of infant life. 

3. In all instances but one, the suboeccipitobregmatie circumference 
was ovate in shape with the occipital half narrowed and the bregmatie 
half broadened. 

4. During the process of birth the mechanical advantage of anterior 
internal rotation of the occiput of the flexed fetal head is definitely 
favored by the shape of the suboecipitobregmatie circumference. 


REFERENCES 
(1) Beck, A. C.: Obstetrical Practice, Baltimore, 1939, Williams and Wilkins 
Co., p. 224. (2) Riggs, T. F.: Quoted by Williams: Obstetrics, New York, 1926, 
D. Appleton-Century Co., p. 166. 


PLASTIC RECONSTRUCTION OF THE URETHRA* 
SAMUEL H. Geist, M.D., New York, N. Y. 


OMPLETE destruction of the urethra following childbirth is not a frequent 

injury, but it has occurred sufticiently often to result in the development of 
various operative procedures to correct the deformity. Kelly, Farrar, Rawls, 
McGlynn, and Ward have described procedures whereby mucosal flaps were 
utilized to reconstruct the urethra. The greatest difficulty was the restitution 
of continence, and in most instances recourse was had to the use of varying types 
of pessary, which by external pressure in the region of the urethrovesical junction 
gave at least partial control. In the case that I present a mucosal-lined canal 
was constructed and drawn through a tunnel. This procedure was successful in 
restoring a patent new urethra and maintaining absolute continence. 

Mrs. A. C., aged 26 years, gravida i, para i, was delivered of a nine-pound still- 
horn child three years previous to her entrance to the hospital. It was a diffi- 
cult labor, instrumental in character, and following the delivery the patient 
noticed a urinary vaginal discharge. 

On examination there was found an opening into the bladder situated about 
the level of the internal meatus (Fig. 1). There was no external meatus present 
and no evidence of urethra. The site of the urethra was replaced by a dense 


*Read at a meeting of the New York Obstetrical Society, November 14, 1939. 
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Fig. 1.—Shows the scarred site of the previous urethra, and the fistulous opening. 
The dashed lines above the opening illustrate the position of the openings of the tunnel. 
Dashed line below the fistula is outlining the mucosal flap for tube. 

Fig. 2.—The tunnel completed, the flap mobilized, the new urethral tube in the 
process of completion. Note the thickness of the flap in the proximity of the new 
urethrovesical junction. 








Fig. 3. Fig. 4. 


Fig. 3.—The new urethral tube drawn through the tunnel by means of traction 
sutures. The catheter which is passed through the new urethral tube into the bladder 
also drawn through the tunnel. The margin of the denuded mucosal flap undermined. 

Fig. 4.—The complete operation, the new urethral tube anchored at the upper 
margin of the tunnel. The vaginal mucosa sutured covering the denuded area and 
bulbous end of the urethra. The catheter in place. 
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scar and some shaggy tissue, the remains of the urethral mucosa. It was decided 
because of the scarring that an attempt to utilize the original urethral site would 
be unwise, and it was planned to form a tube of vaginal mucosa and draw it 
through a tunnel approximately the site of the urethra. A transverse incision was 
made about 114 em. from the clitoris and the tissue undermined in the median 
line below the scarred surface, forming a tunnel for the new urethra. This 
terminated above the fistulous opening in the bladder (Fig. 2). A modified 
butterfly-shaped flap was outlined, with the bladder opening at the midpoint of 
the upper margin of the flap. The upper portion of the flap was intentionally 
made thicker than the lower to include, if possible, some sphincter fibers. This 
flap was 0.5 em. longer than the tunnel that had just been made. The vaginal 
flap was dissected free, remaining attached only about the margin of the fistulous 
opening. The tube was then formed by suturing the mucosa with No. 1 chromie 
eatgut. Traction sutures were introduced at the lower margin of the tube. A 
clamp was passed through the tunnel and the traction sutures grasped and drawn 
through the preformed tunnel (Fig. 3). The tube was then attached to the 
margin of the original transverse incision which represented the external meatus. 
The small catheter which had been introduced into the eanal and bladder had 
also been drawn into the tunnel previously. The vaginal margins of the de- 
nuded area were undermined and united in the median line with interrupted 
No. 1 chromic sutures (Fig. +). The patient’s convalescence was uneventful, the 
satheter was removed on the sixteenth day. The patient now states that she 
is continent except during the convulsions of epileptic attacks which she has had 
since childhood. How continency was obtained in this case is difficult to explain. 
There is a possibility that the internal vesical sphincter was not damaged at 
the time of the original injury and that it functioned normally after the repair. 
On the other hand as will have been noticed in the previous illustrations 
(Fig. 2), the thickness of the flap at the margin about the internal meatus was 
much greater than at the other extremity of the tube, and the thick portion of 
the flap may have contained some muscular fibers of the bladder and of the 
sphincter. It is also possible that the cicatricial contraction of the tunnel about 
the tube aided in maintaining continence. 
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DISCUSSION 


DR. EDWARD A. BULLARD.—It seems to me that the doctor was a better 
surgeon than he realized; that he unwittingly sutured some of the sphincter 
fibers about the inner end of the urethra in closing the posterior segment of the 
wound. It is very important to suture these sphincter muscles firmly about the 
urethra and preferably throughout its entire length if we are to get complete 
eontrol of urination. 


DR. GEIST (closing).—Vaginal cystotomy was contemplated in this case, but 
because of the fixation of the bladder it was decided not to use that method of 
drainage. We have employed vaginal cystotomy, especially in recurrent fistulas 
and in urethrovaginal fistulas. 

It is interesting to note how readily the cystotomy wound heals, quite in eon- 
trast to the persistence of an accidental injury. 














REGIONAL ILEITIS AS A PROBLEM IN PELVIC DIAGNOSIS* 


CHARLES A. Gorvon, M.D., FLA.C.S., AND 
ALEXANDER H. ROSENTHAL, M.D., BRooKLYN, N. Y. 
(From the Department of Obstetrics and Gynecology, Kings County Hospital, Long 
Island College of Medicine Division) 


eae ileitis is a granulomatous disease generally affecting 
the terminal ileum in young adults. In the stenotic type, a mass 
may be felt in the right lower quadrant of the abdomen. This mass 
of exudate and greatly thickened or adherent loops of gut may be felt 
on vaginal or rectal examination. If the cecum is involved in the 
necrotizing, granulomatous process, the mass is larger. It may be found 
so low in the right vaginal fornix, and so close to the uterus that it may 
easily be mistaken for an adnexal lesion. If, as may happen, there is no 
history of any unusual gastrointestinal disturbance or, if the patient has 
any complaint referable to adnexal disease, error in diagnosis may be 
made more readily. 

The gynecologist confronted with the formidable pathology of regional 
ileitis should be able to cope with this lesion should he come upon it 
unexpectedly at operation. Better still, since intestinal resection and 
anastomosis are usually indicated, he should become familiar with its 
symptomatology and diagnostic criteria, so that he may not subject to 
laparotomy a patient with whom the general surgeon is better able to 
deal. Only recently identified as a disease, Crohn’s' first paper appear- 
ing in 1932, regional ileitis is either actually increasing in frequency, 
or is being recognized more often. Its literature is already large, but 
up to now comprehensive reviews?’ pay secant attention to the fact that 
it may be confused with other pelvic lesions. Since the mass may appear 
to be of adnexal origin, it is obvious that recognition and perhaps treat- 
ment are of importance to the gynecologist. 

Three times in two years, in our gynecological service, we have failed 
to make the diagnosis until the abdomen was opened, yet it is likely that 
in each case a diagnosis of regional ileitis might have been made, if we 
had but borne it in mind. Like ectopic pregnancy, a diagnosis is more 
often made if one but thinks of it. These three cases are reported in 
order to call the attention of gynecologists to this disease. Data of par- 
ticular importance in differential diagnosis and surgical indications are 
quickly summarized. 


CASE REPORTS 


CASE 1.—Mrs. S. N., para ii, gravida iii, was admitted to the Greenpoint Hospital 
Nov. 7, 1936, complaining of severe pain in the lower abdomen. There had been no 
nausea or vomiting. Similar attacks of pain, not so severe, had occurred at varying 
intervals for three years. Her menstrual period, one week ahead of time, had just 


*Read at a meeting of the Brooklyn Gynecological Society, December 1, 1939, 
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ended. Her temperature was 99.8° F., sedimentation time 80 minutes plus, and the 
blood count showed hemoglobin 81 per cent, red blood cells 3,450,000, white blood 
cells 10,000 with 84 per cent polymorphonuclears. Her abdomen was slightly dis- 
tended and tender in the hypogastrium. On vaginal examination a large, elongated, 
rather cystic mass was found in the right fornix anterior to a retroverted uterus. 
The diagnosis was ovarian cyst or large hydrosalpinx. 

At operation the tubes and ovaries were found to be normal and the uterus 
retroverted. About sixteen inches of terminal ileum in three adherent loops were 
found in the pelvis as a tumorlike mass. The intestine was dull red, thickened, and 
the mesentery pale and densely cicatrized. The cecum was distended and _ thin, 
and the appendix normal. The kinked loops were straightened by freeing adhesions, 
and the mesenteric scar was resected. Her immediate postoperative course was un- 
eventful but recent examination shows a large abdominal mass and resection has 


been advised. 


CasE 2.—Mrs. L. M., aged 39 years, was admitted to the Long Island College 
Hospital on Sept. 50, 1937, complaining of fatigue, occasional sharp pain in the 
right lower abdomen over an old laparotomy scar, dysmenorrhea and marked loss 
of weight. There were no gastrointestinal symptoms. She had been operated upon 
ten years before for intestinal obstruction which occurred one year after salpin- 
gostomy for sterility. For a week prior to admission she had noticed a swelling in 
the right lower abdomen. A tender, fixed, fluetuant mass about 9 em. in diameter 
could be seen and felt beneath her old laparotomy sear. On vaginal examination 
there was no evidence of infection about the introitus, and the mass felt abdominally 
could be easily palpated in the right fornix with a well-marked sulcus separating it 
from an apparently normal uterus. The temperature was 101° F., leucocyte count 
11,900 with SS per cent neutrophiles, and sedimentation time twenty minutes for 18 
mm. The mass was thought to be adnexal in origin, adherent to the abdominal 
wall and infected. Incision drained about 2 ounces of foul pus yielding B. coli and 
enterococcus on culture, and she improved at once. On discharge, the right-sided 
mass was less tender and half its former size. 

She was readmitted on Dec. 7, 1937, complaining of continuous discharge from 
a small opening at the site of the incision. A mass about 7 em. in diameter was 
still present, and vaginally seemed to be a little higher. The sinus tract was in- 
jected with methylene blue, incised and packed, and she was discharged three weeks 
later with the wound almost healed. 

On June 14, 1938, she was again admitted. The sinus had not healed, dis- 
charging continuously and at times profusely. For six weeks she had suffered 
epigastric pain, and had become emaciated. Indigo carmine granules by mouth did 
not appear in the wound drainage, nor did methylene blue injected into the sinus 
appear in the feces. The right-sided mass was still present. At operation, the 
abdomen was opened through an elliptical incision around the old scar. The pelvic 
viscera were normal. The fistulous tract was found to enter the terminal ileum 
which was markedly enlarged to a sausage-shaped, tumorlike mass. The cecum 
appeared normal. About 15 em. of terminal ileum was resected, the stumps in- 
verted, and transverse ileocolostomy performed with two cigarette drains in the 
right iliac fossa, and through-and-through closure of the abdomen. After a pro- 
longed period of shock, she recovered completely and was discharged June 30, 1938, 
with the wound aimost healed. It later healed completely. She had no complaints 
and gained 40 pounds in weight. She was readmitted during October, 1939, for 
incision and drainage of an abdominal wall abscess. The wound healed completely. 

Pathologic Report.—(Dr. Benjamin M. Cissel.) ‘‘A lenticular segment of skin 
7 by 2.5 em. attached by dense bands to an underlying loop of small intestine 15 em. 
long; on section its walls were thick and fibrous with heavy polypoidal mucosa. 
There were no enlarged lymph nodes in the attached omentum. Microscopic examina- 
tion showed the mucosa largely destroyed and replaced by multiple miliary abscesses 
surrounded by zones of old infected granulation tissue; here the submucosa was 
invaded by an exudate of lymphocytes and plasma cells, largely perivascular. In 
other sections remote from the granulomatous area, the mucosa appeared to be 
normal, or moderately hyperplastic with moderate leucocytie infiltration of the 
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stroma. The circular muscle showed edema and moderate lymphatic exudate, while 
the longitudinal muscle was relatively uninvolved. The serosa was thickened by 
round cell exudate, telangiectatic capillaries and venules and underlying ovoid 
calcified granules.’’ The diagnosis was granuloma. 


CASE 3.—R. M., a 16-year-old school girl, was admitted to the Kings County Hos- 
pital on April 4, 1939, complaining of persistent nausea, constipation, anuria, and 
sharp ecramplike pain in the left lower abdomen. Beginning at eleven years of age, 
she had menstruated every two weeks for six or seven days each time. She had been 
sick for three months, had lost 30 pounds in weight, and reported discharge from 
another hospital where cystoscopy, intravenous pyelography, and a gastrointestinal 
series had been negative. 

Temperature and pulse were normal. Hemoglobin was 78 per cent, leucocytes 
9,800 with 72 per cent neutrophiles, Abdominal examination showed tenderness in 
both lower quadrants and a mass to the right of the midline, three fingerbreadths 
above the pubis. The hymen was intact. Rectal examination showed a small conical 
cervix with pain on motion, and a retroverted uterus. To the right and anteriorly 
there was a firm, markedly sensitive mass about 10 or 11 em. in diameter. The 
diagnosis was ovarian tumor and retroverted infantile uterus. 

During the next few days she developed an acute pharyngitis, complained fre- 
quently of sharp abdominal pain and vomited occasionally. Temperature rose daily 
to 101° F. On April 12 the abdomen was opened under eyclopropane-ether anesthesia. 
A great mass of inflammatory tissue involving terminal ileum, appendix, and cecum 
was found, and the operating gynecologist called a surgeon who continued the opera- 
tion. Huge glands in the ileoceecal region of the mesentery were resected en bloe 
in Miculiez fashion, and the rent closed. The cecum and ascending colon were so 
mobile that the entire lesion could be held up about 25 em. in a straight line above 
the abdominal wall. When the ileum and ascending colon had been paralleled with 
an atraumatie suture so as to produce a double barrel effect, the abdominal incision 
was closed and the lesion removed with the electrocautery knife. Immediate post- 
operative recovery was smooth. A spur crushing clamp was applied on the eighth 
day and removed four days later. Eight weeks after the primary operation a 
secondary closure of the colostomy was done. The patient then had regular bowel 
movements, and has made a good recovery. The diagnosis of regional ileitis was 
confirmed by the histology of the specimen. Since it resembled the pathologie report 
in Case 2, it is unnecessary to give it in detail. 

A follow-up examination seven months postoperatively showed the patient to be in 
good health with a gain in weight of 35 pounds. A gastrointestinal series showed 
no evidence of recurrence. 


DIAGNOSIS 


Regional ileitis is a subacute or chronie disease of the ileum, prin- 
cipally the terminal ileum, but it may extend to the cecum and ascending 
colon or the upper ileum or jejunum. The destructive, ulcerating, 
cicatrizing, granulomatous process finally causes stenosis of the lumen 
of the intestine associated with a palpable lower abdominal mass and 
multiple fistulas, which are said to open commonly through an old 
laparotomy scar. It is seen most often in young adults. In women it 
generally occurs during the childbearing period, occasionally with acute 
onset. Usually, however, the history is one of insidious chronic illness, 
often with remissions lasting two to four weeks. The most constant 
symptoms are loss of weight, abdominal pain, and diarrhea associated 
with a palpable mass. The loss of weight is due to fear of eating, rather 
than the disease, since abdominal pain and eramps quickly follow in- 
gestion of food. The pain is generally dull and cramplike, followed and 
relieved by defecation; it may be very sharp however and need not be 
confined to the right lower quadrant. Diarrhea is generally an outstand- 
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ing symptom and occasionally there may be blood in the stool. Weak- 
ness, low grade fever, anemia, nausea and vomiting may be observed. 
Moderate leucocytosis may be present, and the sedimentation time ac- 
celerated. A mass, generally higher than that due to adnexal pathology, 
may be palpated in the right lower quadrant of the abdomen. The 
diagnosis can be made by x-ray. Since the cecum and colon are but 
rarely involved, the barium enema is usually negative, but the barium 
meal will show abnormalities in the terminal ileum. There may be dis- 
tended proximal loops of bowel and a fluid level, as well as definite delay 
in motility. The characteristic findings are those of stricture of the 
distal ileum often with the ‘‘string sign.’’® 


SUMMARY 


X-ray would have established the diagnosis in all three cases. The 
intractable fistula, in one case, was typical of regional ileitis, yet that 
diagnosis did not occur to us, because the mass was pelvic. In the other 
cases a tumorlike mass was thought to be of adnexal origin, because it 
was deep in the pelvis. Chronie illness in a young woman, with weak- 
ness, loss of weight, dull abdominal or pelvie pain, cramps or diarrhea 
after eating, and a history of repeated remissions suggests regional 
ileitis. An abdominal mass to the right of the umbilicus or a fistulous 
opening near an old laparotomy sear is excellent confirmatory evidence. 
This mass may be mistaken for adnexal tumor, because of its proximity 
to the uterus or because of possible coincidental gynecologic symptoms. 
The x-ray will establish the diagnosis. Resection well beyond the in- 
volved area is indicated, for unless excision is radical the disease will 
spread. The two stage operation is the procedure of choice, as the 
mortality for primary anastomosis is high. Careful diagnostie study 
will protect the gynecologist who is not prepared to perform intestinal 
resection, 
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DISCUSSION 

DR. HARRY. KOSTER.—My personal experience is concerned with 67 cases of 
this disease. I believe that the term ‘‘regional ileitis’’ is unsatisfactory because 
the disease is found in every part of the bowel, from the cardia down to the anus. 
Perhaps a better term would be chronic enteritis, nonspecific, cicatrizing and in- 
flammatory; or chronic granulomatous inflammatory lesions of the intestine. 

Crohn, Oppenheim and Ginzburg, in their paper in 1932, called the attention 
of the general medical public to this disease, but in 1913 T. K. Dalziel reported it 
under the term ‘‘chronic interstitial enteritis,’’?’ mentioning that he had had an 
experience with 10 personal cases, 2 of them in physicians who had the disease 
throughout the whole gastrointestinal tract and who, needless to say, died. 

In his other cases it was present in the ileum, jejunum, cecum, transverse colon, 
anus, rectum, and sigmoid. In our series of 67 cases we found a similar distribution 
to that of Dalziel, but in only one instance was the entire gastrointestinal tract 
involved from the duodenojejunal junction down to the anus. 
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It may be surprising how it is possible for a lesion to keep developing in an 
intestine without symptoms, until suddenly, obstruction develops. To understand 
it, it is only necessary to recall the analogy of carcinoma of the descending colon 
where the disease can be present for six, eight, ten, or twelve montlis, as judged 
from the size of the growth, without producing any symptomatology, until with the 
onset of sudden edema from inflammation, closure of the intestinal tract occurs, 
Under such circumstances, the first sign may be symptoms of intestinal obstruction, 

In the chronie phase, which is the one that is of interest to us, there are also 
two varieties: (1) As in the three instances reported tonight in which the disease 
was apparently progressing for a considerable period of time when general constitu- 
tional symptoms appeared, the most prominent being either diarrhea or loss of 
weight or a combination of those with anemia; and (2) the other variety which goes 
on to fistula formation, because ulcerations in the affected bowel, walled-off by 
neighboring viscera or by the abdominal wall, ultimately perforate into the viscus or 
on the abdominal surface. 

In the chronic variety, difficulties may easily be avoided because in this type 
of case the gynecologist has ample time to make a complete study. In the acute 
variety, on the other hand, one has not that opportunity because, in the main, one 
must operate because of a mistaken diagnosis, such, for example, as appendicitis. 
We had 36 such cases and were able to make the diagnosis in only two. In review- 
ing the literature on the subject one finds that since 1952 over 200 articles have ap- 
peared, covering a total of 500 cases, and the diagnosis was almost never made in 
the acute variety. 

Then the x-ray is an important aid, especially in the presence of a mass which 
can be felt abdominally. Even with a barium enema one can, in most instances, get 
filling of the terminal ileum and see the so-called string effect or string sign which 
was first described by Kantor. If there is any question about getting barium back 
into the ileum, plates taken at four, five, six, seven, or eight hours will invariably 
show the lesion. It is shown not only by the string sign, but also by irregularities 
in the terminal ileum, fixation of the wall and also loss of peristaltic motion in the 
involved portion of the bowel. The barium enema is very important, because the 
disease may be in the rectosigmoid and vaginal findings may appear in the left side 
of the pelvis. 

Recurrences have been reported. It is a question in my mind whether these are 
recurrences or skipped lesions; that is to say, lesions that have been missed by the 
operator. In one case I got one man back three months after resection of a local 
lesion at the ileocecal junction and found that he had a recurrence in the small 
intestine, all the way up to the jejunum. The disease, in my experience, can go on 
for as long as seven years before the patient comes to operation. 

Treatment of the chronic stage should, if possible, consist in eradication of the 
lesion by excision in one, two or more stages, depending upon the individual who is 
doing the operating and what his experience is with intestinal surgery. Wherever 
possible, it should be removed, and removed widely, because of the possibility of 
extension of the disease. 

In this disease we will probably ultimately find some definite, specific cause. At 
the present time the only etiologic factor that has been offered has been developed 
through the work of Felsen. Felsen had the opportunity of examining cases of 
dysentery in New Jersey in the epidemic they had there. He was able to get 122 
of them back into the hospital for study. He found that 46 patients had subsequent 
symptoms, and of those, 13 came to operation or autopsy. At operation, 10 showed 
chronic ulcerative colitis, 2 had regional ileitis at operation, and at autopsy 1 showed 
regional ileitis, an incidence of 3 cases out of the 122, which is much greater than 
occurs ordinarily in the general population. 

Felsen claims that he can get specific agglutination for the dysentery in all these 
eases of regional ileitis. However, nobody has been able to corroborate his work. 
In our series, in only one case did we have a positive agglutination of 1:320. Felsen 
claims also he is able to isolate the bacillary dysentery organism, but no one is able 
to confirm that, despite careful work which has been done at the Mayo Clinic, Mount 
Sinai Hospital, and Beth-Israel Hospital. 
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This is a very important subject for the gynecologist, not so much because he is 
likely to get into trouble at the operating table, but because in the differential diag- 
nosis he has an opportunity of keeping in mind another disease which is coming to 
the forefront, in this country at least. 


DR. ROSENTHAL (closing).—It has likewise been obvious that regional ileitis 
is not a satisfactory term. We merely desired to call attention to this disease as 
problem for the attention of gynecologists. 


= 


CARCINOMA OF THE CERVIX IN CONJUNCTION WITH 
PREGNANCY* 


S. A. CHALFANT, M.D., AND J. H. Mertne, M.D., Prrrspuranu, Pa. 
(From the Elizabeth Steel Magee Hospital) 


N A series of approximately 40,000 pregnancies at Elizabeth Steel Magee Hos- 
| pital from 1921 to 1939, we found 3 cases of carcinoma of the cervix. This is 
an incidence of 0.0075 per cent and is a considerably lower figure than is usually 
quoted. While the incidence varies in the reports of many authors on the subject, 
all of them agree that pregnancy and carcinoma of the cervix together are rare. 
L. S. Emge’ gives a comprehensive review of the literature up to that point. His 
own figures are 6 cases in 11,600 pregnancies, or 0.05 per cent. At the Kiel Univer- 
sity Clinic, Gross collected statistics showing 120 cervical carcinomas in 224,080 preg- 
nancies, or 0.053 per cent, practically the same figure obtained by Emge. De Leeé 
quotes 0.007 per cent in a large series, which more nearly matches the incidence at 

an incidence 


Magee Hospital. In 1935, Tagliaferro! in an extensive study reveals 
of 0.038 per cent. Danforth? in 1937 could find 3 cases in 20,444 pregnancies, or 
0.014 per cent. Clinicians publishing figures on large series find one cervical ear- 
cinoma in 1,000 to 6,000 cases. De Lee and ourselves find one case in about 13,000 
pregnancies. 

It is generally thought that carcinoma of the cervix in a young woman is a more 
highly malignant process than that occurring in the higher age groups. The theory 
has been stated many times by well-known clinicians and pathologists that when 
it occurs in the second and third decades, we are dealing with a growth of greater 
relative malignancy due to an unknown biologie change or disturbed hormonal 
balance. Conversely, the growth does not progress so rapidly as a rule when seen 
in the fourth and fifth decades, and this is thought to be a result of better individual 
tissue resistance or a more even hormonal balance. These statements have no experi- 
mental proof as yet, but there is no doubt that in those women of the older age 
groups undergoing adequate treatment, there is a greater percentage of five to 
ten-year cures. It is interesting to note that in Emge’s series of 6 cases, only one 
patient died in less than five years from the beginning of treatment. This was the 
youngest of the group, a 25-year-old para ii, gravida iii, with an inoperable 
squamous cell carcinoma, treated by radium. The remaining 5 patients were all 
alive five years later, two of whom had operable mature adenocarcinomas upon 
whom hysterectomies were performed, and 3 noncornifying squamous cell carcinomas, 
treated by radium. Nothing is proved by a small series such as this, but an 83 per 
cent average of five-year cures is very commendable, 

We do not encounter this complication of pregnancy or vice versa very often, 
and it is shown by considerable study of the literature that no one clinician has had 
a large enough series of cases to state a definite plan of treatment. Under the 
circumstances, it is essential that we keep in mind several things based on each 
individual case; namely, the term of pregnancy, histologic character of the car- 


*Presented at a meeting of the Pittsburgh Obstetrical and Gynecological Society, 


October 9, 1939. 
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cinoma, classification of the tumor according to Schmitz to determine operability, 
and the radiosensitivity of the tumor itself. The ability of the patient to with- 
stand a major surgical procedure is of utmost importance. Obviously we must 
design our therapy primarily in the interest of the mother without regard to the 
fate of the fetus. Radium and deep x-ray therapy should be made the treatment 
of choice as in the nongravid state. It has long since been proved that this method 
gives better results than radical panhysterectomy as suggested by Wertheim, except 
in isolated instances when the growth must be very early, Class I, and the factor of 
pelvic infection ruled out. The tumor must also be well differentiated histologically. 
In all others, radium and deep x-ray therapy offers a distinct advantage. 

The element of trauma to the diseased organ influences the type of delivery in 
those patients who are first seen late in pregnancy, or who progress to term despite 
treatment. We are greatly concerned with this type of case, because all observers 
are agreed that trauma to cervical carcinoma, incident to delivery from below, dis- 
seminates the malignant growth to a point where it is beyond help from any 
method of therapy yet devised. The most logical procedure then would be to treat 
the malignancy by radium and deep x-ray therapy without regard to the effect on 
the fetus, and deliver the child at subsequent cesarean section; this may be followed 
at a later date by an adequate amount of deep therapy. Mundell+ presents evidence 
to prove that this form of treatment is attended by fair results even in respect to 
the fetus. He collected forty-two cases from the literature, treated with radium 
and x-ray during pregnancy with the following results: Twenty-one or 50 per cent 
had normal babies; eight or 19 per cent had abnormal babies; and thirteen or 31 per 
cent miscarried soon after beginning the treatment. The ideal situation is found 
when spontaneous abortion occurs early enough in the pregnancy to preclude the 
element of major traumatic injury to the affected cervix. 

Cervical carcinoma in pregnancy does not differ from that found in nonpregnant 
females, except in its ultimate effect. The prognosis being graver, it behooves us to 
carefully consider each case as a distinct therapeutic problem. 

To summarize, we find that the general opinion of those who have had contact 
with relatively large numbers of cases is that pregnancy exerts an unfavorable 
influence on the carcinoma for two reasons: Increased blood supply to the cervix 
and uterus, coupled with greater lymph drainage from the affected area; and the 
possibility of trauma and lacerations of the diseased cervix during labor. These 
things predispose to sepsis, hemorrhage, embolism, and metastasis. We are also 
certain that abortion is more common in the presence of carcinoma of the cervix. 
and is more likely to occur when the cancer invades the cervical canal. It is not 
certain, however, that this will occur; hence we may be faced with a decision to 
perform a cesarean section at term, regardless of the condition of the fetus at 
that time. There is evidence to support the fact that placenta previa occurs with 
greater frequency. Rupture of the uterine wall is a possibility when extensive car- 
cinomatous invasion has taken place. As to labor, it is possible that a large ecar- 
cinoma may inject an element of dystocia into the picture. 

We ean draw no definite conclusions from the ease reports studied. There is 
great variation in the histology, classification, term of pregnancy, and methods of 
treatment; for this reason, we report the history, findings and therapy of a young 
primigravida, first seen when five months’ pregnant, with a large polypoid mass 
attached by a broad pedicle to the left posterolateral wall of the cervix. This was 
determined to be malignant. Beeause of the nature of the lesion, it was felt that 
she had a better chance of cure by a radical panhysterectomy followed by deep 
x-ray therapy. 

Mrs. C. F., married, negress, aged 32 years, was admitted to the Elizabeth Steel 
Magee Hospital, on Dec. 14, 1938. She had previously been seen for the first time on 
Dec. 12, 1938, in the Gynecological Out-Patient Department, complaining of vague 
pain in the left lower quadrant of several years’ duration, at no time acute or 
disabling. In addition, for six months prior to admission she had noted vaginal 
bleeding for one to two days following intercourse; no other genitourinary symptoms 
could be elicited. Her past history was negative for serious illnesses, operations, or 
chronic familial disease. She began menstruating at 13 years, was always regular, 
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every twenty-seven to twenty-eight days, for three to five days. The last menstrual 
period was Nov. 25, 1938, apparently normal in all respects. During ten years of 
married life no contraceptives had been used and no pregnancies had occurred. 

Examination on admission to the hospital revealed nothing of note in the general 
physical examination. Her blood pressure was 120/80; the urine was entirely nega- 
tive; red blood count was 2.4, Hb. 42 per cent, white blood count 5,200, sedimenta- 
tion time 24 min., nonprotein nitrogen 18 mg., blood sugar 91 mg., fasting; Wasser- 
mann reaction was negative. 

Pelvic examination showed a marital introitus with a nulliparous outlet. There 
was no demonstrable infection of Skene’s or Bartholin’s glands; the urethra and 
vagina were negative. On visualization of the cervix, a cauliflower-like, extremely 
friable mass was seen protruding from, and attached to the left posterior aspect 
of the cervical lip by a broad pedicle. This mass was about 3 cm. in diameter and 
bled profusely on the slightest manipulation. A small portion was removed for 
pathologie section and diagnosis. The uterus was enlarged to the size of a five 
months’ pregnancy, but could not be well outlined, due to the mass in the vaginal 
vault. No masses were felt in the adnexa. Tamponade of the vagina was necessary 
to control hemorrhage from the cervical growth. On Dee. 17, 1938, the patient was 
given a gas-ether anesthesia preceded by a small rectal installation of avertin. The 
pedicle of the cervical growth was doubly clamped and the mass severed from the 
cervix, the clamps being left in place to control hemorrhage. This material was also 
sent to the laboratory for pathologic examination. While she was anesthetized, the 
uterus was felt to be symmetrically enlarged to the size of a five months’ pregnancy, 
soft and mobile. The cervix, visualized for the first time was bluish in color, and 
Hegar’s sign was positive. A flat plate of the abdomen was taken the same day, 
and showed a fetal skeleton in utero. 

On Dee. 19, 1958, she was given 500 ¢.c. of whole blood (Soresi). On the same 
date the original biopsy was examined microscopically and found to be a noncornify- 
ing, squamous cell carcinoma of the cervix. 

Pathologist’s Report: Dr. Mortimer Cohen: ‘‘The section consisted of actively 
growing tumor cells which invaded the cervix musculature in dense columns and sheets. 
The cells had a somewhat elongated spindle shape and were very hyperchromice. 
Many mitotic figures were seen. Some of the cells showed a pavement cell arrange- 
ment while others presented an alveolar type of structure. Throughout the myo- 
cervium were dense numbers of inflammatory cells including lymphocytes, plasma 
cells and polys.’’ 

Diagnosis: Squamous cell carcinoma of the cervix: noncornifying type. 

Another transfusion of 300 ¢.c. of whole blood was given on Dee. 27, 1938, and 
on the following day her blood count was as follows: red blood count 3.4, Hb. 
55 per cent. All phases of her blood chemistry were normal. The patient was pre- 
pared for operation on Dec. 31, 1938, and a cautery circumcision of the cervix was 
performed followed by a panhysterectomy. At operation only a small area of in- 
duration in the left posterior wall of the cervix was seen and no evidence of para- 
metrial involvement could be found. No glands were palpable in the hypogastric 
or lumbar chains. The tubes and ovaries were normal in the gross. The uterus 
contained a female fetus of 570 Gm., with a normally implanted placenta. A por- 
tion of the omentum was adherent to the left adnexa. To the fimbriated extremity 
of the left tube was attached a 4 by 6 em. thin-walled unilocular cyst, containing 
a clear watery fluid. 

The patient had an uneventful postoperative course, the highest recorded tem- 
perature being 100.4° F. There was slight nausea and vomiting for three days, but 
no abdominal distention or chest signs. The wound healed by primary union. She 
was discharged eighteen days later on Jan. 18, 1939, without complaints, in good 
general condition with a red blood count of 3.4, and a Hb. of 60 per cent. Careful 
instructions were given for the patient to return for deep x-ray therapy four weeks 
later. 

Final report: (1) Noneornifying squamous cell carcinoma of the cervix, (2) 
chronic endocervicitis, (3) five months’ gravid uterus, (4) female fetus and placenta, 
(5) left parovarian cyst, (6) corpus luteum verum, and (7) follicular cysts and 
corpora albicantia of the ovary. 
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The patient was seen and examined in the Out-Patient Department on Feb, 9, 
1939, and was found to be entirely symptom free. On Feb. 15, 1939, deep x-ray 
therapy was begun by Dr. 8S. M. Henderson. Using 140 K.V. and 25 M.A. through 
a 3 mm. aluminum filter, at 50 cm. target object distance, she was given seven treat- 
ments of 600 roentgen units each, direct to the vaginal vault. A total of 4,200 
roentgen units were thus applied direct to the pelvis by the vaginal cone method 
over a period of one week. Beginning February 24, using 200 K.V., and 25 M.A, 
through 1 mm. copper and 1 mm. aluminum filter, she was given an average of five 
treatments weekly of 150 to 200 roentgen units through four portals around the 
pelvis, until 8,900 roentgen units had been applied to the pelvis externally. Treat- 
ment was discontinued on April 28, 1939. When seen on May 5, 1939, the patient 
was well, and without evidence of malignancy. Reaction to the operation and deep 
x-ray was negligible. There was moderate hyperemia and slight leucorrhea. Since 
then she has been seen at the Tumor Clinic at Magee Hospital on five occasions, 
Her course has been symptom free. Pelvic examination, Sept. 1, 1959, revealed a 
small ulcerated area in the vault of the vagina, not grossly suggestive of malignancy. 
On her last visit to this clinic, Sept. 29, 1939, this area was healed, but showed some 
induration, thought to be a result of scarring rather than a carcinomatous process, 
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PREGNANCIES AFTER NEPHRECTOMY FOR TUBERCULOSIS 
EpMuUNp Lissack, B.Sc., M.D., Concorpia, Mo. 


REGNANCY sometimes occurs in women from whom a tuberculous 

kidney has been removed. Such a pregnancy may progress un- 
eventfully but at the same time it should be borne in mind that the lone 
kidney may bear poorly the strain of a toxemia. Therefore the urine 
should be examined frequently, and the pregnancy interrupted at the 
first appearance of untoward symptoms. In the present case, in which 
a right nephrectomy was done for tuberculosis, I conducted the patient 
through four consecutive pregnancies, and successfully delivered four 
living and healthy children. Recovery in each instance was uneventful. 

Mrs. M. R. F., aged 24 years, entered Research Hospital, Jan. 5, 1924, complaining 
of frequency of urination and pain in the right renal and ureteral region with daily 
rise of temperature. 

After thorough and exhaustive laboratory examinations, including guinea pig 
inoculation, it was found that the condition was due to tuberculosis of the right 
kidney. Tubercle bacilli were isolated from the guinea pig. 

On Jan. 7, 1924, Dr. E. G. Mark performed a right nephrectomy. The post- 
operative condition was good and the patient was released from the hospital in nine 
days. Two months afterward she married. Ninety-five days after the nephrectomy 
she presented herself for prenatal examination and care. Her last menstrual period 
was April 9, 1924. 

At the time of the first prenatal visit, she complained of nausea and vomiting, 
slight faintness, and leucorrhea. Blood pressure was 110/70, temperature 98.6° F., 
pulse 84, urine showed a specific gravity of 1.020, acid reaction, clear, straw-colored, 
no albumin, no sugar, and no leucocytes. 

Examination showed a well-nourished woman, weighing 185 pounds, heart and 
lungs normal, abdomen tense over the urinary bladder but otherwise normal. Pelvie 
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measurements: Interspinous 24 em., intercristal 25 em., intertrochanterie 33 em., 
external conjugate 20 cm., transverse diameter of outlet 11 cm., diagonal conjugate 

12.5 em. 

The patient returned for 17 prenatal observations during this first pregnancy. 
The urine examinations at all times were negative, except on Dec. 10, 1924, when 
she complained of swelling of the legs, feet, arms and hands, dizziness and headache, 
and the urine contained a slight trace of albumin. 

She was advised about her condition, told to be watchful for symptoms of 
eclampsia and instructed as to her care. Rest in bed was prescribed, with limited 
fluid intake, increased elimination, and salt-free diet. Clear and distinct fetal heart 
tones, rate 120, were heard to the right of the umbilicus. Blood pressure was 120/80. 
Right occipitoposterior position was diagnosed. 

Labor pains commenced about 2 A.M. Jan. 17, 1925. Membranes ruptured spon- 
taneously at 11 A.M. The cervix was fully dilated at 1 P.M. The head was on the 
perineum, and the patient was having strong pains and making good progress. A 
female infant, weighing 714 pounds, was delivered at 1:30 P.M. Two tight loops 
of cord around the neck were freed and resuscitation successfully applied. Chloro- 
form anesthesia was used. 

The placenta was expressed about forty minutes after the delivery and 1 e.c. of 
aseptic ergot was administered. A second degree laceration occurred which was im- 
mediately repaired. 

Patient rested in bed for ten days. The baby was nursed at the breast. 

Postnatal examination at five weeks post partum revealed a normal condition, 
perineum well healed, introitus fairly roomy, cervix smooth and closed, uterus in 
anterior position, freely movable, and well involuted. Urine clear, amber in color, 
sp. gr. 1.020, no sugar, or albumin. Patient weighed 200 pounds, a gain of 15 pounds 
over prepregnancy weight. 

July 14, 1927, patient returned for maternity care for the second time. Physical 
examination at this time was negative, excepting that the teeth needed attention. 
Urine was cloudy, gray in color, sp. gr. 1.015, alkaline, no albumin, or sugar. Sedi- 
ment, causing turbidity, was composed of urates and phosphates. 

July 16, 1927, Mosenthal test, from urine taken from 10 A.M. to 8 P.M., showed 
a specific gravity varying from 1.009 to 1.020. Night urine, sp. gr. 1.025. Urine 
showed a trace of albumin, was cloudy, contained no sugar, but did have quite a 
sediment, with few pus cells and hyalin casts. Mosenthal tests were repeated several 
times with specific gravities varying from 1.010 to 1.020. Albumin and casts were 
never abundant. 

Patient was placed on low protein and salt-free diet and rest in bed. Bromides 
were prescribed. Condition responded readily. Blood pressure 125/80. This second 
pregnancy was marked only by much nausea and vomiting in the early months. 

On July 19, 1927, urine showed a very slight trace of albumin with 2 to 4 white 
cells to the high power field. There were no red cells and no casts. Her output 
of dye (phenolsulphonphthalein) was 53 per cent with a two-hour period, during 
which time she put out 585 ¢.c. of urine. Her intake for the twenty-four hours was 
52 ounces and her output 50 ounces. Nonprotein nitrogen was 28.6; creatinin 1.7; 
sugar 84.7, all well within the normal limit. Nothing was found in her blood count 
to indicate any infection, her hemoglobin being 82 per cent with 4,540,000 red blood 
count and 7800 white blood count. 

-atient reported for 14 prenatal observations during this second pregnancy. Sev- 
eral Mosenthal tests were made, all showing a variation in specific gravity from 
1.004 to 1.010. 

On March 15, 1928, the second baby was born; labor and puerperium were normal. 
Thereafter, this patient went through two more pregnancies normally. The third 
baby was born March 17, 1932; the fourth, Aug. 21, 1934. 

Patient visited the office April 17, 1935, for a postnatal examination. At this 
time the urine was straw colored, sp. gr. 1.020, clear, albumin and sugar free. Blood 
pressure was 120/80, Hg 90 per cent. Patient, who lives on a farm, has been doing 
all of her own house work and even milking. A Mosenthal test, from urine the day 
after this examination, 24-hour specimen, showed a specific gravity varying from 
1.010 to 1.022. 
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Over three years later, Aug. 19, 1988, Dr. W. G. Thompson and I had the privilege 
of doing a fluoroscopic examination of the chest and abdomen. Dr. Thompson’s re- 
port follows: ‘*The chest shows a normal cardiac silhouette. In the hilar region 
of the right lung there is found a moderately sized fibrocaleie gland probably of a 
tuberculous nature. The left lung has one or two such small calcific areas also, 
The oral barium meal observed fluoroscopically shows a normal esophagus. The meal 
enters a stomach of medium size, water trap type, with slow peristalsis. There are 
no ulcer defects on either curvature. The stomach is markedly ptotic, lying low in 
the pelvic vault. The pylorus is free from spasm or obstruction and the duodenal 
cap is visualized, normal and freely movable. The stomach empties slowly, the 
delay being due to poor muscular tone and not to any obstructive lesion. An X-ray 
film made of the stomach confirms the fluoroscopic findings. ’’ 





Fig. 1.—X-ray of the abdomen. Note the outline of the ptotic stomach and also 
the calcified mesenteric gland. The left kidney outline is faintly seen at the upper 
right hand corner of the plate. 

On Nov. 7, 1938, an x-ray of the chest and abdomen was made and showed the 
following findings. Quoting Dr. Thompson: ‘‘In addition to confirming the previous 
fluoroscopic findings we may add that the bilateral fibrocalcie nodules may probably 
be of a tuberculous nature but they do not appear to be active now. We do not see 
any active tuberculosis in the left kidney. There is no evidence of calculi in the 
left kidney which, however, is somewhat enlarged, no doubt a compensatory hyper- 
trophy. The opaque bodies in the right upper abdomen are evidently old calcified 
mesenteric glands and are provably of no consequence. ’’ 


SUMMARY 

Despite a nephrectomy for tuberculosis, this patient was successfully 
delivered of four living and healthy children. It would appear that, 
generally speaking, nephrectomy is not a contraindication to pregnancy. 
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Patients showing no abnormalities may be allowed to continue preg- 
naney under close observation. 
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1009 MAIN STREET 


MASCULINIZING TUMOR OF THE OVARY 
(ARRHENOBLASTOMA) * 


S. M. Bo.trucnu, M.D., New York, N. Y. 


(From the Department of Gynecology, Hospital for Joint Diseases) 


RS. H. O., a white married woman, aged 28 years, was first seen on Jan. 18, 

1939. Her chief complaint was sterility, with amenorrhea since November, 
1936. Family history was negative; four sisters are living and have children. There 
were no known endocrine disorders or mental abnormalities in her family. 

Menstruation began at fifteen years, was of three to four days’ duration, and 
occurred at regular four-week intervals up to the age of nineteen. Patient was 
married in 1929, but had never been pregnant. In December, 1931, she had menor- 
rhagia for eighteen days, and again in January, 1932 for twelve days. Following 
this, a dilatation, curettage, and a Gilliam suspension operation for retroflexed 
uterus were performed on Feb. 3, 1952. Thereafter, menses were regular until 
November, 1956, when they suddenly ceased. 

The patient had always had good health, but during the past two years she had 
noticed an increasing growth of hair on her upper lip and chin, and a still heavier 
growth on her arms and legs. Since Mareh, 1937 she and her family had noticed 
that her voice was getting hoarse and low pitched. This was diagnosed as chronic 
laryngitis. In the last two years she had lost 28 pounds. 

Since August, 1958 there had been occasional sharp pain in the left lower 
quadrant, accompanied by backache. Her libido had decreased markedly, and her 
husband had noticed a striking enlargement of the clitoris. 

Physical examination showed the patient’s height to be 5 feet 5 inches, and 
weight 148 pounds, in contrast to 170 pounds in 1936. Her form was rather 
masculine and angular, with flattened breasts, a growth of fine hair on upper lip 
and chin, and an increase of hair on the arms and legs. The pubie hair was 
feminine in type. Blood pressure was 110/85. 

Pelvic examination disclosed a marital outlet without relaxation. The external 
genitalia were normal except for a definite enlargement of the clitoris, which meas- 
ured 4144 em. in length, with a much thickened body, and a glans about one-half 
centimeter in diameter. The uterus was of normal size and pushed to the right. 
Below and behind the uterus was a mass about the size of a grapefruit, of cystic 
consistency, and situated deep in the Douglas pouch. This was evidently a tumor 
of the left ovary. The right adnexa were not palpable. 

In view of the defeminizing and masculinizing symptoms associated with a pal- 
pable tumor, a diagnosis of arrhenoblastoma was made. 

*Presented at a meeting of the Section of Obstetrics and Gynecology, New York 


Academy of Medicine, November 28, 1939, and at the Twelfth Annual Graduate Fort- 
night, New York, October 23 to November 3, 1939. 
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The patient was admitted to the Hospital for Joint Diseases on Jan. 28, 1939, 
Laboratory findings were as follows: Urine was normal; basal metabolism, -10; 
specific dynamic action of proteins, —3; Wassermann and Kalin tests, negative; 
hemoglobin, 14.6 per 100 ¢.c.; erythrocytes, 4,960,000; leucocytes, 10,700; segmented 
neutrophiles, 53 per cent; lymphocytes, 47 per cent; sedimentation, 6 mm.; blood 
sugar, 109 mg. for 100 e.e. 

Roentgenograms gave no evidence of enlargement of the sella turcica, skeletal 
abnormalities, or metastases. 

Operation.—On January 29, a preliminary dilatation and curettage was done, 
After entering the abdominal cavity, difficulty was encountered in delivering the 
tumor, due to adhesions from the previous operation. The tumor of the left ovary 
was of about the expected size, had a smooth surface, felt elastic, and resembled 
a large cyst. Adherent to the tumor was an atrophic tube. The right ovary was 
of normal size, with a whitish corrugated surface, and the right tube was normal. 

A left salpingo-oophorectomy was performed in the usual manner. Both adrenal 
glands appeared to be normal on palpation. 

Convalescence was uneventful. The patient was discharged on the thirteenth 
postoperative day. On the twelfth day her voice began to resume its normal pitch, 

Menstruation occurred on Feb. 20, 1939, twenty-six days after operation, and 
lasted five days. This was the patient’s first period since November, 1936. It has 
since recurred at regular intervals of about four weeks, with a moderate flow 
lasting four to five days. The breasts have filled out and returned to their original 
size. The hair on the upper lip has practically disappeared, and that on the ex- 
tremities has become very scanty. The clitoris is smaller than before the opera- 
tion, now measuring 3144 em., but is still above normal size. 

Pelvic examinations at intervals of three and six months, respectively, after 
operation have shown no evidence of recurrence. The patient is now in perfect 
health and enjoying her marital life. 

Pathologic Examination.—(Dr. L. Motyloff.) Gross: The specimen consisted of 
an ovarian tumor, somewhat heart-shaped in contour and flattened anteroposteriorly. 
It measured approximately 10 by 9 by 4 cm. The capsule was intact and presented 
some purplish hemorrhagic areas. Section revealed the escape of a considerable 
quantity of bloody fluid from numerous cystic spaces, which honeycombed the 
specimen. The lining of the cysts was smooth. The intervening tissue was soft, 
somewhat edematous, and homogeneous. It was of pale yellowish brown color. 

Microscopic: The tumor presented in some areas groups and sheets of cells 
scattered through fibrous connective tissue, without any regular arrangement and 
somewhat imitating the ‘‘whorls’’ of the ovarian stroma. In other areas distinct 
cords were formed, in dense arrangement, with very scant stroma between them 
(Fig. 1). The cell cords were running parallel or bending upon each other, and 
consisted in some areas of two layers of cells only, with the nuclei of the cells 
placed at a right angle to the long axis of the cords. A zigzag arrangement of 
the cords could be noted in some instances. Distinctly formed tubules were missing, 
but attempts at formation of tubules could be assumed here and there. The in- 
dividual tumor cells were oblong, almost spindle-shaped, with a fairly large, deeply 
stained, rounded nucleus, occupying the greater part of the cell. 

The stroma of the tumor was scant, oligocellular, and rather vascular. The 
blood vessels were almost exclusively of capillary character. In other areas the 
stroma was more abundant, and the tumor cells filled out the spaces between the 
individual stroma bundles, following the direction of the latter. (Low histolytie 
properties of the tumor cells?) 

A rhythmical, palisade-like arrangement of the tumor cells could be encountered 
in some areas (Fig. 2). This arrangement was more typical of tumors of the 
connective-tissue order, such as myoma and sarcoma, than of epithelial neoplasms. 
The numerous cysts which were honeycombing the tumor (on gross inspection) were 
lined with a single layer of flattened cuboidal cells. The tumor cells did not reach 
the lining of the cysts. 

The central mass of the tumor cells was surrounded by a zone of rather edema- 
tous, loose vascular connective tissue, with inclusions of fairly large groups of 
cells of epithelioid appearance (Fig. 3). Their cytoplasm was abundant, foamy, 
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and stained pink with sudan. Their nuclei were round, almost vascular. These 
cells closely resembled the interstitial cells of the hilum of the ovary. They 
differed from the oblong cells of the tumor proper, which had a scant cytoplasm 
with a relatively large nucleus. They did not stain with sudan. 

A few primordial follicles were found in the edematous outer zone of the speei- 
men (Fig. 4). Only a slight proliferation of the follicle cells could be noted, 
Mature and Graafian follicles were missing entirely. 

Diagnosis.—Arrhenoblastoma of the intermediate, undifferentiated type. 

The curettings removed at the time of operation were diagnosed as atrophie 
endometrium. The microscopic sections revealed fragments of cervical epithelium 
and a few shreds of endometrium containing small resting endometrial glands, 

An endometrial biopsy taken on March 31, two months postoperative, was re- 
ported as follows: 

Gross specimen showed about 0.5 ¢.c. of small endometrial fragments. Miero- 
scopically, the fragments were seen to consist of rather delicate, vascular (typical) 
cytogenic stroma and functioning endometrial glands. The latter were not very 
numerous. The degree of function corresponded to the end of the third week of 
the twenty-eight-day cycle. Diagnosis (by Dr. L. Motyloff): Endometrium in the 
early secretory phase. This indicates a resumption of the normal menstrual cycle 
after extirpation of the neoplasm, in comparison with the amenorrhea and atrophic 
endometrium before the operation. 

Sections of the tumor were submitted for opinion to Dr. Emil Novak, of Johns 
Hopkins Hospital, Baltimore, and to Drs. Henry Jaffe, Louis Lichtenstein, and 
Alfred Plaut of New York, and I wish to thank them sincerely for their kind 
cooperation. 

HORMONE STUDIES 


At the present stage of our knowledge of blood and urine hormone studies, the 
question arises whether such investigations have any value in the diagnosis of 
arrhenoblastoma. When we bear in mind that male and female sex hormones are 
found in the urine of both sexes, not much help can be expected. 

In this case, the examination for male sex hormones, made by Dr. R. A. Bosee 
after the operation, showed only one-tenth of the amount usually found in the urine 
of a male. The determination of male sex hormones made before the operation 
gave indefinite results, possibly due to the scant quantity of urine available for 
examination. The quantity of female sex hormones, determined by Dr. Motyloff 
in the laboratory of the Woman’s Hospital before the operation, was diminished, 
and this diminution persisted for two months after operation. No increase of 
prolan could be noted before the operation. 


SUMMARY AND CONCLUSIONS 


1. A case of arrhenoblastoma of an undifferentiated, intermediate type has been 
presented. 

2. The clinical features of masculinization and defeminization, associated with 
the finding of a palpable pelvic tumor, justified the diagnosis of arrhenoblastoma. 

3. It is generally agreed that these tumors arise from embryonic rests in the 
ovarian hilum differentiating along male lines. 

4. The assays of both sex hormones are of little help in diagnosing arrheno- 
blastoma, and further investigation is necessary for enlightenment as to their 
significance. 

5. Additional studies may throw light on the question: Why do some tumors 
in this group masculinize the patient, while others do not? The subject merits 
investigation. 

In conclusion, I wish to thank Dr. Howard E. Lindeman for his valuable 
assistance and advice in preparing this paper... And I wish also to offer my sincere 
thanks to Dr. Motyloff for his painstaking pathological studies, which enabled me 
to arrive at the final diagnosis; and to Dr. Nokamura for his technical assistanee 
in preparing the slides and photomicrographs. 


905 WEST END AVENUE 




















KRUKENBERG TUMOR WITH INVOLVEMENT OF THE 
APPENDIX 


SamuEL Lusix, M.D., F.A.C.S., anp Sitik H. Potayes, PH.B., M.D., 
Brookiyn, N, Y. 


N ONE of the many excellent papers on the subject of Krukenberg tumors, one 

author, Andrews! offered as a reason for publishing his three cases the fact 
that it was an ‘‘attempt to contribute some small bit of material for the study 
of a rare and fatal disease.’’ It is with the same hope of contributing a bit more, 
that the present interesting case is submitted for publication. No attempt is made 
here to review the literature on the subject of Krukenberg tumor. In the last 
twenty-five years this has been done most admirably by Stone,? Major,3 Fallas,4 
Hundley,® and more recently by Jarcho,6 to cite but a few of the more prominent 
writers. It is interesting to note, however, as Jarcho points out, that out of the total 
of 308 cases which have been collected to date, nearly two-thirds of the entire num- 
ber were reported since 1934. Despite the recent re-awakening of interest in the 
study of this malady, the origin of the tumor and its mode of spread are still 
among its controversial aspects. Thus, although it has been quite definitely estab- 
lished that the type of ovarian tumor originally described by Krukenberg? in 1896 
is usually not primary but is secondary to carcinoma elsewhere (stomach, small 
intestines, colon, gall bladder, pancreas, breast, and even adrenal), it has not yet 
been entirely disproved that the same type of neoplasm could in some instances also 
be ovarian in origin. It becomes quite obvious that a much larger collection of cases 
than is at present available for study is necessary in order to arrive at more 
accurate conclusions regarding some of the disputed points. With that purpose in 
mind the following case is reported: 


Mrs. J. R., a Russian Jewess, 50 years of age, housewife, was admitted to the 
Prospect Heights Hospital on Sept. 22, 1937, complaining of nausea and _ swelling 
of the abdomen. Her family history was essentially negative. 

She had been married twenty-seven years. Her husband was living and in good 
health. She had a tonsillectomy performed in 1925. Menstruation started at the 
age of 15, recurred regularly about every twenty-eight days, was of five days’ dura- 
tion, and was not associated with pain or clots. Her last menstrual period occurred 
on Sept. 4, 1957. 

She had had four full-term pregnancies, all terminating by spontaneous delivery. 
Three children were living and well. The oldest was 27 and the youngest 18. One 
child died of pneumonia at the age of 15 months. There had been several mis- 
carriages of two to three months’ gestation, the last one having occurred more than 
ten vears ago. 

Her complaint on admission dated baek eighteen months, when nausea first ap- 
peared and continued intermittently with occasional vomiting. There had never 
been any pain associated with it. Abdominal enlargement was noted for one week 
prior to admission to the hospital. Her bowels were regular and there were no 
urinary symptoms. There had been some loss of weight prior to hospitalization, 
but the exact amount was not known. 

On physical examination one noted a highly nervous, emaciated female weighing 
117 pounds. The heart and lungs were normal. The blood pressure was 160/100. 

The abdomen presented a uniform rounded enlargement which was soft and 
tender. A hard mass could be felt in the lower left quadrant extending to four 
fingerbreadths above the symphysis. There was dullness in the flanks and a fluid 
wave could be elicited. Pelvic examination showed a parous introitus with a firm 
pelvic floor. The cervix in the axis of the vagina was firm, eroded. eystie, closed, 
and insensitive. There were hard masses in hoth forniees. The one on the right 
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was a well-circumscribed, tender, firm mass about the size of a small orange. The 
left-sided mass was multinodular, firm, not tender, and the size of a small grapefruit. 
The fundus was intimately attached to these bilateral masses; it did not feel en- 
larged and was anterior in position. 


The preoperative opinion was that of ovarian tumors. Krukenberg tumors were 
suspected because of the long-standing gastrointestinal symptoms, ascites, and bi- 
lateral involvement. Papillary cystadenoma or cystadenocarcinoma, however, could 
not be ruled out. 

Laparotomy was performed on Sept. 24, 1957, under nitrous-oxide-ether anesthesia. 

The peritoneum was entered through a lower midabdominal incision. About 
1.5 gallons of clear straw-colored fluid were aspirated from the peritoneal cavity. 
The parietal peritoneum was studded with grayish nodules each about 2 mm. in 
diameter. The uterus was slightly enlarged, anterior, symmetrical, and smooth, 
except on the lower anterior surface which was covered with nodules similar to 
those found on the parietal peritoneum. These nodules were also found scattered 
over the broad ligaments. Each ovary was the size of an orange, irregularly ovoid 
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Fig. 1.—Uterus, with cervix, both tubes, and ovaries, showing enlarged and 
bosselated ovaries. There is no gross evidence of involvement of the rest of the 
adnexa, although the course and shape of the latter are distorted by dense fibrous 
adhesions. 


and solid in consistency. The tubes were thickened and congested, with some 
areas of induration. The appendix was congested, thick and also had gray indurated 
areas. The liver, gall bladder, and stomach disclosed no gross pathologie changes 
on palpation. 

The operative procedure consisted of a total hysterectomy, bilateral salpingo- 
oophorectomy and appendectomy. 

Macroscopic Examination.—Specimen consisted of a uterus and adnexa, accom- 
panied by an appendix and portions of broad ligament. 

The uterus measured 6 by 7 by 5 em. The cervical lips were stellate and edematous 
and presented several cysts. There was also an erosion of the cervical mucosa, and 
the canal was reduced to a very narrow channel. The endometrial cavity was also 
reduced in size to 5 by 8 by 3 mm. The myometrium was about 4 em. thick. 

The tubes were each about 8 cm. in length, tortuous, and presented numerous 
folds due to tuboovarian adhesions. The fimbriated end of the right tube was ex- 
tremely hemorrhagic and edematous. 

The right and left ovaries measured, respectively, 8 and 10 em., in greatest diam- 
eter. The organs were multilobulated and presented yellow gray and blue mottling 
of their surfaces. Cystic portions of the organs were demonstrable through the 


capsule. On section the tissue was found to consist of portions of dense, gray, as 
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well as hemorrhagic structures interposed between small cystic areas, some of which 
contained fluid blood. The cut surface of the right ovary showed a hemorrhagic 
corpus luteum in the midportion of a dense, solid, gray granular structure, extending 
to the periphery of the organ. 

The portion of broad ligament was about 3 mm. thick, and on section presented 
a nodular eut surface of yellow gray tissue. 

The appendix was 5 em. long. The surface was red and rough. The wall was 
irregularly thickened. The contents consisted of blood and mucus. The mucosa 
was intensely red and rough. The mesoappendix was considerably thickened by a 
yellow granular structure. 

Microscopic Examination.—The uterine endometrium presented interstitial hyper- 
plasia. The myometrium showed separation of some of the interlacing bundles of 
muscle by distended lymphatics and blood vessels, about which were scattered a 
number of large, deeply pink-staining cells with small nuclei, some of which were 
vesicular. In some sections these cells displayed a tendency to colloid accumulation 
in the eytoplasm and simulated closely the neoplastic cells to be described below 
in the ‘‘ovary.’’ The cervix and cervical wall showed collections of similar neo- 
plastic cells in the muscular portion of the structure. The mucosa was also the seat 
of chronic inflammatory infiltrate, and there was evidence of cervical erosion. 

The tubal mucosa and muscularis were congested and edematous. The peritubal 
fibrous adhesions, described above, contained small nests of neoplastic cells similar 
to those described in the myometrium. 

The solid portions of each of the ovaries were composed of oval and large round 
cells, each of which was clearly outlined without intercellular matrix. These cells 
had replaced the normal structure of ovarian tissue. They grew in small and large 
groups, and also displayed a tendency to eccentric displacement of their nuclei, 
giving the cells a signet-ring appearance. They produced considerable colloid which 
in some portions of the neoplasm became its outstanding feature. Although young 
fibrous tissue was found growing between small strands of these neoplastic cells, the 
latter stood out clearly as separate elements and showed no evidence of origin from 
mesodermic structure. In many of the sections were found hemorrhagic extravasa- 
tions which had produced pseudocysts. Acinar structure or glandular architecture 
could not be demonstrated in any of the sections. 

The vessels of the broad ligament were congested, and there were areas of 
recent, as well as old, hemorrhagic extravasations. Foci of neoplastic cells, similar 
to those previously mentioned in the tube and uterus, were found irregularly dis- 
tributed throughout the section. 

There was an increase in the fibrous tissue of all layers of the appendix. Col- 
lections of neoplastic cells identical with those described in the ovary were found 
singly or in groups filling the lumina of lymph capillaries of the serosa, muscularis, 
and submucosa. The metastasis was obviously from the serosa toward the inner 
layers of the organ, along the perivascular lymphatics. 

Diagnosis.—(1) Krukenberg tumor of ovaries, uterus, and adnexa with metastasis 
to appendix; and (2) erosion of cervix. 

Laboratory Data.—Urinalysis was normal. Blood counts showed red blood cells 
to be over 4,000,000 per c.mm. The hemoglobin was 62 per cent. The color index 
was 0.7 per cent. The leucocytes varied between 8,800 and 13,600 per e.mm. with 
a normal differential count. The sedimentation time was 7 mm. in one hour. The 
blood chemistry showed sugar 125.0 mg.; urea nitrogen 24.0 mg.; uric acid 4.5 mg.; and 
the creatinine 1.2 mg. per 100 ec. The Kahn and Kline tests were both negative. 
The blood was determined to be Group A. 

The patient’s condition was good throughout the operation. She reacted well, 
was out of bed on the thirteenth day, and was discharged on the fifteenth day fol- 
lowing operation. 

Following her discharge from the hospital she received two exposures of deep 
x-ray therapy, but could not continue with radiation because of the abdominal pain, 
nausea, and general weakness. 

On October 27, she was admitted to another institution with symptoms of in- 
testinal obstruction which x-ray revealed to be in the rectosigmoidal region. On 
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Fig. 2.—A high power magnification (220) of a representative section of the 
ovarian mass, showing a follicle (A) and ovarian stroma (B), characteristically in- 
filtrated with Krukenberg cells. Arrow points to typical mucoid, signet ring, epi- 
thelial-like cells in the stroma which in some areas (large arrow) assume a myxoma- 
tous character, 
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Fig. 3.—A high power magnification (200) of a cross section of the Fallopian 
tube. The arrows point to nests of mucoid, epithelial cells lying in lymph capillaries 
of mucosal rugae (A), subepithelial layer (B), and muscularis (C). Arrow at D 
points to clusters of similar cells found in the interstices of the stroma. 
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October 30, a right transverse colostomy was done as a palliative procedure by 
another surgeon. At that time, carcinomatous nodules were found in the omentum, 
and a moderate amount of fluid was present in the peritoneal cavity. A biopsy 
taken at this time was reported as ‘‘omental implant of carcinoma. ’’ 

















Fig. 4.—A representative section of the uterus showing endometrial glands (A). 
Arrows point to the nests of malignant signet-ring cells in the subepithelial layer (B) 
and in the myometrium (C) (120). 

















Fig. 5.—A portion of a cross section of the appendix showing the mucosa (A), 
the submucosa (B), and circular layer of muscularis (C). Arrow points to clusters 
of malignant epithelial cells similar to those described above, infiltrating the sub- 
mucosa along perivascular lymphatic channels (X80). 
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After this operation the patient showed general improvement, gained in strength, 
and was finally up and about. However, following an attack of circulatory collapse, 
she died on Nov. 23, 1937. 


DISCUSSION 


Since no post-mortem examination was performed on this patient, one cannot state 
definitely the primary origin of this neoplasm. 

A point of interest in this case is the extensive lymph metastasis to associated 
and adjacent pelvic structures. Not only were the cervix, tubes, and uterus involved, 
but also the appendix, which is rarely mentioned as one of the sites of metastasis 
in this condition. Stone,? in a study of 133 cases of Krukenberg tumor, refers to 
only one with appendiceal involvement, reported by Amann. Another instance of 
appendiceal involvement was described by Andrew who thought that he had made 
the discovery of a primary Krukenberg tumor of the appendix when he noted the 
characteristic epithelial cells in its wall. Upon further investigation, however, the 
primary seat of the malignancy was found to be in the stomach. The microscopic 
examination of the appendix in our case showed a similar type and degree of 
involvement. It is quite probable, therefore, that in the past, similar appendiceal 
lesions were overlooked by others merely because the appendix did not show any 
gross changes. This may also account for the apparent infrequency of involvement 
of some of the other pelvic and abdominal structures which heretofore were believed 
to be rarely involved in cases of Krukenberg tumors, an observation still considered 
hy some of the writers to be intriguing and difficult to explain. 


SUMMARY 


1. The observation is made that metastatic involvement of the appendix, a sup- 
posedly rare complication which was found in this case, is probably a more common 
occurrence than is generally believed. This is probably also true of other structures 
hitherto considered to be rarely the seat of metastasis in this malady. 

2. Detailed reports of many more cases of Krukenberg tumor than are at present 
available are necessary in order to solve some of the important problems arising in 
connection with this neoplasm. 
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Simons, R. D. G. P.: The Serologic Investigation of Syphilis During Pregnancy, 
Nederl. tijdschr. v. geneesk. 82: 5210, 1939. 


Simons points out that the incidence of syphilis in the maternity hospitals of 
Holland is very small because women are not admitted until after the eighth month 
of pregnancy. Practically all these women are free from syphilis because most of 
the syphilitic women abort before the eighth month. The exceptions to this rule 
are women who have had a number of abortions and premature labors but finally 
deliver a full-term child who has syphilis. 

Therefore, the routine serologic examination for syphilis does not belong in 
maternity hospitals, but should constitute a part of prenatal care just as the search 
for albuminuria which occurs only twice as frequently as syphilis. It should not 
be the congenitally syphilitic child which brings the maternal syphilis to light, but 
the doctor should do this. 
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CARCINOMA OF THE OVARY IN A CHILD NINE YEARS OF 
AGE* 


W. WARREN Sacer, M.D., WasHinetTon, D. C. 
(From the Department of Surgery, George Washington University Medical School) 


N OVARIOTOMY was performed on a child by de Giraldes in the year 1866, re- 
ported in 1869, and is, according to Brun, the first recorded case. Kelly stated 
that Wells remeved an ovarian cyst from an eight-year-old girl in 1882 and that 
Sims in 1883 removed such a tumor which weighed 61 pounds. The age of Sims’ 
patient was eleven and one-hali years and her weight after removal of the cyst was 
76 pounds. Kelly states that Koeberle reported a case in 1876 and that Henning 
in 1878 was able to collect four cases of this operation having been performed in 
children. Saint Anna, it is stated by Bourde, performed an ovariotomy for a tumor 
in a child eighteen menths of age in 1884. Two patients of Johnson’s prior to 1890 
who were operated upon are reported by Kelly. Wiel in 1904 reported 60 cases of 
ovarian tumors occurring in children of ten years of age and younger, of whom 
24 were under five years of age. Downes in 1921 collected 26 additional cases of 
ovarian tumors occurring in children of ten years of age or less. Loeb and Levy 
reported 35 cases from the literature between 1921 and 1931. Witzberger and 
Agerty in a comprehensive review of the literature in 1937 reported 186 cases. 

Ovarian tumors though rare in childhood are not medical curiosities. The Chil- 
dren’s Hospital in Washington, D. C., during the past ten years has admitted 42,864 
vases, Of which the case of ovarian carcinoma I am reporting was the only ovarian 
tumor in the group. Cases have been reported by Cahill and Shearer, however, from 
other Washington hospitals and the two cases of Johnson reported by Kelly oc- 
eurred in this city. Lanman writes that in 12,260 admissions to the Boston Chil- 
dren’s Hospital in the surgical division, there were 5 cases of ovarian tumors. One 
of the least frequent of all tumors occurring in the admissions at the Washington 
Children’s Hospital it is also true, quoting Gardner’s series of 607 ovarian tumors, 
that in so large a series few tumors of this nature are found in children. The 
youngest patient Gardner reported was six years of age, the total number found 
between the ages of six and twenty was 34. Walfrido de Leon reported but two 
cases of carcinoma in children in 1,502 malignant tumors, of which 1,267 were car- 
cinomas. There were, however, 12 sarcomas and 7 miscellaneous tumors in this 
age group. None of these tumors were of the ovary. Witzberger and Agerty found 
22 cases of sarcoma and 25 cases of carcinoma in their series of 186 reported cases, 
7 of the latter being granulosa cell tumors. According to these authors there was 
no absolute increase in frequency as the age increased. Seven tumors were reported 
in infants under one year of age. Dodek reported a case in 1933 of an ovarian 
cyst, reaching such a large size in the fetus as to cause its rupture at birth, occa- 
sioning death of the child and drawing attention to the intrauterine development 
of these tumors infrequently seen. Dermoid eysts constituted 24 per cent, teratomas 
7 per cent, hemangiomas 0.5 per cent, and chorionepitheliomas 1.5 per cent of Witz- 
berger’s and Agerty’s series. 

The symptoms of children suffering from these tumors are frequently late in 
developing, the presence of a tumor being a frequent first discovery. Pressure on 
the rectum or bladder, according to McNamara, Henneger, and Lytle, is seldom pres- 
ent, because in children the ovary is an abdominal rather than a pelvic organ. Ab- 
dominal pain of varying severity may be present as may a slight loss of weight. 
Anemia, constipation, and diarrhea are late symptoms and are usually due to me- 
tastases. Witzberger and Agerty call attention to the fact that the pain from a 
twisted pedicle may be very severe and be confused with an attack of appendicitis. 


*Read, by invitation, at a meeting of the Washington Gynecological Society, Decem- 
ber 3, 1938. 
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Varying in symptoms and signs from other ovarian tumors because of its endocrine 
basis, the granulosa cell tumor causes a premature growth of pubic and axillary 
hair, menstruation, breast changes, enlargement of the genitalia, and a change from 
the girlish to the adult female formation. Where the only symptom is that of tumor, 
a differential diagnosis may be difficult, as it is necessary to differentiate these 
tumors from those of the omentum, mesentery, kidney, spleen, liver, and also ab- 
dominal ascites. All of the above diagnoses were considered in the following cage 
and the one given preference was that of a large omental cyst. 

The patient was 9 years of age, colored and gave a history of a bilateral parotitis 
of a week’s duration. Four days before admission to the Children’s Hospital, the 
mother, while bathing her, noticed a large abdominal tumor. A laxative and an 
enema were given without result, and, noticing the presence of fever, she brought 
the child to the hospital. The previous history was that of a normal healthy child 
without a serious illness and without symptoms referable to the abdominal tumor 
other than recent slight abdominal discomfort. Physical examination revealed a 
normally developed child who was slightly underweight and did not appear acutely 
ill. The breasts were undeveloped and other evidence of precocious sexual develop- 
ment was absent. Palpation of the abdomen revealed a large tumor which filled the 
pelvis and extended upward to a point well above the umbilicus. It was slightly 
movable and found to be irregular on the lateral aspects. The tumor was very 
firm in consistency and had the shape of an enlarged uterus. Roentgenograms of 
the kidneys, ureters, and bladder revealed a dilatation and obstruction of the right 
ureter and right kidney pelvis with a distortion of the bladder. Roentgenographic 
evidence of a large abdominal mass was found on an x-ray plate which gave an 
appearance similar to that of a mesenteric cyst. The red cell count was 4,430,000 
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and the hemoglobin was 74. The leucocyte count was 14,650 of which 72 per cent 
were polymorphonuclears, 3 band forms being present. <A syphilitic history was 
denied and a Wassermann test was negative. An Aschheim-Zondek test was negative. 
The nonprotein nitrogen present in the blood was 24 mg. per 100 ¢.c. and results of 
an examination of the urine were normal. The temperature was 100.4° F., pulse 110 
and respiratory rate 25. After careful preparation which consisted of rest in bed, 
transfusions and a high calorie diet designed to leave a small residue in the intestinal 
tract, operation was performed. 

A midline incision was made, extending from the pubis to a point just below the 
umbilicus curving left and extending well above the umbilicus. The tumor found 
was nodular, solid and arose from the left ovary and ineluded in its mass the upper 
one-fourth of the bladder. It filled the pelvis and extended several centimeters above 
the umbilicus. A complete removal was carried out, which necessitated a resection 
of about one-fourth of the bladder. Following operation, an obstruction of the 
small intestine developed and rendered a second operation necessary. This was 
carried out on the eleventh postoperative day. Thirty-nine days after the first opera- 
tion the patient was discharged from the hospital. Roentgen therapy was started 
before the patient left the hospital and was continued following discharge, yet in 
less than eight weeks from the time she left the hospital a metastasis was found 
in the line of incision and death occurred in five months from the time of operation. 

The pathologists, Drs. Lindsay, Rice, and Sellinger, reporting on the tumor re- 
moved at operation, made a diagnosis of mucoid carcinoma. It weighed 1,650 Gm. 

Pathologic Report.—Gross: The specimen was a rounded irregular mass of neo- 
plastic tissue, varying between 13 and 20 em. in circumference and weighing 1,650 
Gm. The tumor was made up of many grayish white and bluish gray pedunculated 
firm masses of fibrouslike tissue. The color of the dark areas was believed to be 
due to hemorrhage. Tags of fibrous tissue were adherent to the surface. 

On section the greater portion of the mass was made up of whorls of firm grayish 
white homogeneous tissue. The interior and one portion of the periphery were of a 
loose texture with dirty gray discoloration presumably due to hemorrhage or in- 
creased vascularity. At one portion of the tumor, 3 em. from the surface, was an 
open space filled with a blood clot. 

In one portion was found a pocket apparently lined with epithelium and believed 
to be a portion of the bladder wall. 

Microscopic: Paraffin sections consisted of irregularly branching strands of 


connective tissue stroma, varying in density. These strands enclosed and supported 
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islands of cells which were for the most part irregular in their morphology, and had 
irregular, hyperchromatie nuclei, frequently with large nucleoli. Mitotic figures were 
not common. There were also many areas in which the cells were large, vacuolated, 
the nuclei crowded to one side, giving the typical picture of ‘‘signet ring’’ cells char- 
acteristic of mucoid degeneration. In still other areas there were many cells, in 


CR 
o i X3. ’ FF Ys > 4 
" Ne nd ee 
a gues 
Wen SARK ee: 

& 4 * 





Fig. 1.—Section of ovarian tumor; low power. 





Fig. 2.—Cellular area, high power. 
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which the abundant cytoplasm was stained pink, and with the large somewhat ir- 
regularly staining nuclei, suggested the appearance of ganglion cells. Similar eells 
were scattered through the denser areas described above, and among these, also, were 
seen vacuolated, presumably mucoid cells, A ‘‘perivascular’’ arrangement also 
appeared at a number of points. While it was possible that this tumor represented 
several types of cells, as in a teratoma, it was considered more likely that it was a 
mucoid carcinoma and that the variation in cell types was due to various stages of 
cell activity. The process was histologically definitely malignant. The extensive 
mucoid changes suggested a high degree of differentiation, and these with the apparent 
gross complete encapsulation were favorable factors. However, it being understood 
that the tumor could not be removed entirely, the known frequency of involvement 
of both ovaries in such cases and the recognized general tendency to recurrence and 
metastasis were distinctly unfavorable. The condition was also most likely highly 
radioresistant though roentgen treatment might be considered. 

Diagnosis: Carcinoma, mucoid. 
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ECTOPIC DECIDUA IN THE VERMIFORM APPENDIX* 


Rautpu A. Rets, B.S., M.D., anp MELVIN B. SrnykIn, M.D., 
CuricaGco, IL. 
(From the Michael Reese Hospital) 


HE finding of ectopic decidua in the appendix has been reported infrequently. 

Such a finding was first noted by Hirschberg! who described ectopic decidua of 
the vermiform appendix in association with right tubal pregnancy. Here the 
appendix was adherent to the tubal mass and the decidua probably reached the serosal 
surface of the appendix by direct extension. Weller? states that both endometriosis 
and decidual reactions are more frequently encountered in the appendix than the 
literature would indicate but gives no incidence of figures nor cites any case reports. 

Endometriosis of the appendix is a well-established entity and has been frequently 
reported in recent years.3-6 It is readily understandable that such misplaced 
endometrial tissue should undergo decidual change under the hormonal stimulation 
of pregnancy. The development of decidua without any evidence of preexisting or 
co-existing endometrial tissue is somewhat more difficult to explain. Decidual 
reactions have been found in the cervix,’ especially around the external os,8 and 
several times within cervical polyps.9 Weller explains the formation of decidua from 
pre-existing endometriosis on the fact that the cytogenic stroma of misplaced 


*Presented at a meeting of the Chicago Gynecological Society, November 17, 1939. 
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endometrial tissue reacts exactly like the inter-glandular stroma of the endometrium. 
He also feels that decidual cells may develop under hormonal stimulation from 
connective tissue, or from cellular elements of the subserosa. He believes that the 
subserous stroma cells possess ‘‘ pluripotentiality in differentiation’’ and that there- 
fore such cells may develop into either endometrial or decidual cells. 








Ectopic decidua in subserosa of vermiform appendix. X13.6. 


‘ 


Fig. 1. 





Fig. 2.—Same as Fig. 1. Note typical decidua cells, large cells, closely packed with 
pale, glassy cytoplasm. The pale, oval, vesicular nuclei show prominent nucleoli and 
distinct chron.atin network. X 210. 





It is obvious that the finding of decidual tissue in the subserosa of the appendix 
must be an uncommon finding because the combination of appendicitis and pregnancy 
is uncommon. The occurrence of decidual tissue in an appendix removed during 
pregnancy prompts this report. 


CASE REPORT 


Mrs. H. K., a 23-year-old primigravida, whose last menstrual period began Jan. 21, 
1939, was admitted to the Michael Reese Hospital on Aug. 17, 1939, complaining 
of pain in the right lower quadrant of the abdomen. The first attack of similar 
pain was on June 6, 1939, at which time the patient was in her sixteenth week of 
pregnancy. At that time there was slight nausea, marked tenderness over 
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McBurney’s point and displacement of the uterus to the right reproduced pain in 
the right lower quadrant. Temperature at that time was 98.4° F. by mouth and 
the leucocyte count, 12,100. The patient was put at rest and the pain gradually 
disappeared during the next several days. The pain recurred the following 
week, June 20, but the localized tenderness was less marked than previously; 
leucocyte count was now 14,150. Roentgenologic studies at this time revealed 
tenderness on palpation over the ileoceeal valve, but it was impossible to visualize 
the appendix, six hours after the barium meal. Twenty-four hours later fluoro- 
scopic examination again showed marked tenderness over the cecum, correspond- 
ing to the anatomic location of the base of the appendix. During the following 
four weeks, the patient had three more similar attacks of right lower quadrant 
pain with definite tenderness medial and superior to MecBurney’s point. Each 
of these sueceeding attacks of pain subsided under restricted activity. On Aug. 
15, 1939, during the patient’s thirtieth week of pregnancy, an attack of pain 
began which was much more severe than at any time previously. Tenderness was 
more marked than in previous attacks; temperature was 99.8° F. by mouth, 
leucocyte count, 11,500. Because of the persistence of pain and tenderness for 
seventy-two hours and the slight elevation of temperature, an appendectomy 
under cyclopropane anesthesia was performed through a muscle splitting incision 
at the umbilical level. The appendix was found lying transversely and was 
acutely angulated in its middle third; the distal third appeared bulbous, markedly 
reddened, and seemed rather velvety in appearance. The patient made an un- 
eventful recovery and was discharged from the hospital on the twelfth day. She 
was readmitted in active labor on Oct. 28, 1939. Delivery of a full-term baby 
girl was spontaneous with an episiotomy. The puerperium was uneventful. 

Examination of the appendix showed it to be 4 em. in length, the external 
surface of the proximal two-thirds being gray pink, smooth, and glistening. The 
wall was moderately firm and the lumen contained some feces. The distal third 
of the appendix showed several focal granular and hemorrhagic areas. 

Pathologic Report.—(Dr. Otto Saphir.) ‘‘ Microscopic: The mucosa, submucosa, 
and muscularis show no histopathologic changes. Adherent to the serosal surface 
there are several localized, small, cellular nodules. These are composed of rather 
closely packed, large, round, oval or polygonal cells with distinct cell boundaries. 
They have pale, faintly eosinophilic cytoplasm which sometimes has a glassy appear- 
ance and centrally situated, oval, pale, vesicular nuclei. The latter usually contain 
one rather prominent nucleolus and a distinct chromatin network. These cells are 
epithelioid in type. They are embedded in a rather scant connective tissue stroma 
which contains many thin-walled blood vessels. The latter are markedly engorged 
with red blood cells. The serosa adjacent to these nodules is diffusely infiltrated 
with polymorphonuclear leucocytes and occasional lymphocytes. Diagnosis: Decidua 
of the appendix.’’ 

This is a report of a typical decidualike tissue in the subserosa of an appendix 
removed during the thirtieth week of pregnancy. The decidua is typieal in 
morphology. No evidence of endometrial tissue was found although approximately 
thirty sections were cut and examined. 
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CARCINOMA OF THE VULVA COMPLICATING PREGNANCY 


P. B. Russeui, Jr., M.D., FLA.C.S., Mempuis, TENN. 
(From the University of Tennessee, College of Medicine) 


ARCINOMA of the external genitalia in the young is very rare indeed and 

even more so when it is primary. Still rarer are the primary carcinomas of 
the external genitalia complicating pregnancy. There are but two cases of the 
latter type reported in the literature to date, but more must have occurred. Tuft! 
reported the first carcinoma of the vagina complicating pregnancy in 1930, Two 
others were vaginal in type, but the vulva was involved in this case which is the 
first of this type to be reported. The age of the patients is another unusual feature. 
Baldwin? reports the youngest patient. It is a rather unusual and interesting 
fact that all three patients were under the age of eighteen years. 

I submit the following case as a true carcinoma of the vulva complicating 
pregnancy : 

J. M., a 17-year-old primigravida negress, was admitted to the John Gaston 
Hospital from the Clinic for observation and treatment of a growth on the left 
labium majus about the size of a lemon. Her last regular menstrual period occurred 
on Sept. 28, 1983. The patient was in the seventh lunar month of pregnancy, which 
was uncomplicated except for this newgrowth. She first noticed a ‘‘knot’’ on the 
left labia in December of that year which was associated with a bloody vaginal 
discharge. This persisted until she was adinitted to the Hospital on March 5, 1934. 
There was no pathology of the freely movable cervix and the lesion was confined 
to the lower third of the posterior vaginal wall and left labia (Fig. 1). There 
were no other lesions found in the genital tract. 

Her past history was essentially negative. At the time of admission the tempera- 
ture was 98.6° F., pulse rate 80, respiratory rate 20, and blood pressure 110/70. 
The fetal heart rate was 144 and in the lower left quadrant. Blood examination 
showed 65 per cent hemoglobin, red cells 3,140,000, white cells 7,840, and no ab- 
normal cells were found. Kahn test was negative. The catheterized specimen of 
urine was essentially negative. 

A biopsy was taken and the pathologic report was as follows: ‘‘A rather dense 
connective tissue stroma, partially covered along one edge by stratified squamous 
epithelium. The latter structure shows considerable elongation of its rete pegs 
with fingerlike processes extending far down into the stroma. The cells composing 
these processes show mitotie figures and considerable variation in size, shape, and 
staining properties. These cells can only be made out with difficulty due to the 
tremendous accumulation of polymorphonuclears and small round cells in the stroma. 
Diagnosis, squamous cell carcinoma. ’’ 

After the biopsy report, radium bombs were inserted into the vulval lesion and 
inguinal regions, as follows: Vulva (in lesion), 1638 mg. hours; left inguinal 
region, 77314 mg. hours; and right inguinal region, 728 mg. hours. 

The patient had an uneventful postoperative course and was discharged from 
the Hospital on April 2, 1934. The lesion was approximately 2 em. in length, 
1.5 em. in width, and appeared to be elevated about 0.5 em. above the skin surface 
at the time of her dismissal. It had lost its cauliflower appearance and was prae- 
tically uniform in contour with no marked induration at its base. She was to 
return at weekly intervals for observation. Her weight was 12514 pounds. 

She was re-admitted to the Hospital on April 22, 1934 at the onset of labor. 
The membranes were intact with no vaginal bleeding. All laboratory and physical 
findings were practically the same as above, the blood pressure having inereased 
to 150/110. She was taken to the delivery room where a normal, full-term, living 
female was delivered by a high classical cesarean section, the indication for whieh 
was the squamous cell carcinoma of the vulva. The adnexa were normal. Tubal 
ligation was performed by a modified Blundell technique. The puerperium was 
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complicated by pyelitis, abscess of the left axillary space, and a morbidity of fifteen 
days. Upon discharge, the abdominal incision had healed by first intention. There 
appeared blanched areas near the incision, similar to those over the inguinal regions 
as a result of the radium treatment. The lesion of the vulva had decreased in size 
to about 1.5 em. in length, and 1 em. in diameter. <A large amount of yellow 
leucorrhea was present. All complications resolved. 

















Fig. 1.—Microphotograph of the biopsy which shows t 


} he mitosis and variation in 
the size of the cells. ( 725.) 














Fig. 2.—This mass in the gross was 4 em. in length, 3 cm. in width, and protruded 
about 1.5 cm. above the skin surface. 


The patient received seven treatments with roentgen rays, totaling 1764 r. units 
between May 9 and Oct. 24, 1934. 


She was admitted to the Hospital on Oct. 25, 1934, at which time her temperature 
was 97.2° F., pulse 82, respirations, 20, and blood pressure 98/66. A physical 
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examination was negative except for a midline incision and an indurated, fungating 
mass of the vulva. The blood examination revealed red cells 4,210,000, white cells, 
8,650, and hemoglobin 14.2 gm. 

A vulvectomy with the excision of the inguinal glands was accomplished with 
the cautery knife on October 26. The patient’s convalescence was uneventful. A 
macroscopic examination revealed: ‘‘A specimen consisting of an irregular piece 
of pigmented skin and subcutaneous tissues comprising the labia majora and 
minora, Clitoris, and the mass. A microscopic examination of four sections taken 
from various areas showed only slight edema and small round cell infiltration of the 
subcutaneous stroma. The thin layer of stratified squamous epithelium covering 
the tissues showed no evidence of malignancy. Diagnosis: Chronic inflammation, 
mild; non-specific. ”’ 

The patient has been examined repeatedly during the past five years and there 
are no physical signs to suggest a carcinoma in any form. Her weight is normal. 
There was a mobile gland in the right inguinal region which has remained approxi- 
mately 0.5 em. in diameter for the past two years, but the patient refuses any 
further treatment. She has not conceived since the operation. A thorough physical 
examination of her child revealed no lesions and she was enjoying perfect health. 


COMMENT 


1. This case is reported with the belief that the patient has been cured for a 
period of five years. 

2. A high classical cesarean section was performed in order to avoid dissemination 
of carcinomatous cells. 

3. It is believed that sterilization of this patient was indicated because further 
pregnancies would favor metastasis if any malignant tissues remained and therefore 
shorten the life of the individual. 


We are greatly indebted to Dr. Frank Smythe of the University of Tennessee who 
performed the excellent gynecologic work on this patient. 
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A TECHNIQUE FOR ASPIRATING VIABLE SPERMATOZOA 
FROM THE CAVITY OF THE UTERUS AS A FURTHER 
STUDY IN SPERM BEHAVIOR 


A PRELIMINARY REPORT 


ABNER I. WEISMAN, M.D., New York, N. Y. 
(From the Department of Gynecology and Obstetrics of The Metropolitan Hospital) 


UHNER, in 1913,1 reported a postcoital technique to obtain living spermatozoa 

from the cervix of the uterus in cases of suspected steril'.y. The technique, of 
which there are many variations today, consisted of the insertion of a bivalve vaginal 
speculum, location of the cervix, and obtaining of a specimen from the cervical os 
by means of an ordinary platinum loop on a glass rod. The specimen was placed 
on a glass slide and examined immediately under the microscope. The finding of 
normal viable spermatozoa eliminated the male from the responsibility for the ste- 
rility. With this technique many of the supposed causes of the sterility could be 
immediately removed from the list of etiologic factors. Little did it matter if 
the spermatozoa were deficient in numbers, or whether there was a hypospadias, 
epispadias, hyperacidity of the vagina, etc., as long as the spermatozoa had reached 
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their target. With this assurance the investigator formerly assumed that the cause 
of the sterility was found above the cervix, and most likely due to closure of the 
Fallopian tubes. 

However, this cervical test, as good as it is, is really incomplete. The uterine 
cavity above the internal os of the cervix, should also be investigated for the pres- 
ence of spermatozoa to ascertain whether they have penetrated through the thick, 
tenacious, mucus plugs which sometimes hinder the passage of the entering sperma- 


tozoa. In many instances spermatozoa have reached the cervical os, and have been 
prevented from traveling farther than that point. A marked leucorrheal discharge, 
together with stenosis or atresia of the internal os could constitute a hindrance 
to weakening penetrating spermatozoa. Aspiration of the uterine cavity and the 
finding of living spermatozoa would be far more enlightening than the mere finding 
of the spermatozoa in the cervical os. However, investigators have experienced 
much difficulty in obtaining specimens from the uterus without introducing into 
the uterus possibly infectious material from the cervix, No instrument has been 
devised which could penetrate the cavity of the uterus without first entering the 
cervieal os and probably carrying some of its contents into the uterine cavity. Aspira- 
tion of the uterine cavity with a technique assuring the investigator that no living 
spermatozoa could have been carried through from the vagina or cervix is therefore 


the method of choice. 
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A. B. 


Fig. 1—A, The applicator soaked with dilute lactic acid solution in place in the 
cervical canal. B, The uterine cannula used in aspiration of the uterus for sperma- 
tozoa, 


Technique.—The patient is seen at the physician’s office on the day previous to 
the test. She is instrueted at that time in the use of the diaphragm pessary. She 
is also instructed to insert the clean rubber pessary immediately following coitus 
to retain as much of the seminal fiuid as is possible. This is done not only to 
be certain that as much of the spermatozoa be kept in contact with the external 
os as is possible, but also to retain most of the semen within the vaginal eanal, 
to neutralize the vaginal acidity and permit easier travel for the spermatozoa. 
She is also instructed to remain on her back and keep her legs flexed on her 
thighs for some time following intercourse, in order that the cervix is bathed in 
the seminal pool. The patient then presents herself about three hours after coitus 
(not sooner), since at that time all the spermatozoa in the vaginal canal should 
be dead. The diaphragm is then removed and the vagina is swabbed out with 
cotton balls, and the external surface of the cervix is wiped clean with a fresh 
cotton pledget. The vagina is carefully scrubbed with tincture of green soap, and 
irrigated. The vaginal part of the cervix is painted with iodine. The unsterile 
bivalve speculum is now removed and a second sterile vaginal speculum is inserted 
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and the cervix located. With these precautions it is extremely doubtful if any 
living spermatozoa could be introduced by any cannula from the vagina into the 
cervix or the uterus. 

Two specimens are now aspirated from the uterus, the first one from the 
cervix uteri and the second from the uterine cavity. The cervix is grasped with 
a volsella forceps, and an ordinary sterile Rubin cannula is inserted into the 
cervix as for an insufflation test. The cervical contents are then aspirated by 
suction, using a 10 ¢.c. syringe. The contents of the aspiration are expelled on a 
glass slide and studied at once under the microscope for the presence of living, 
motile spermatozoa. Then the second specimen is aspirated. Prior to the introduc- 
tion of a re-sterilized cannula into the uterine cavity a special preparation of 
the cervical canal is undertaken. First, a cotton applicator (Fig. 1, 4) soaked in 
dilute lactic acid solution of a pH similar to that found within the vagina is 
introduced into the cervical canal (pH 3.5-4.5). The applicator is thoroughly 
whirled about the cervical canal and allowed to remain in the cervix for about five 
minutes. It is then removed and a dry sterile applicator thoroughly wipes out the 
cervix. This procedure is sufficient to kill all the spermatozoa that may be in the 
cervical canal. The Rubin cannula (Fig. 1, B) is then inserted into the cervix 
through the internal os into the cavity of the uterus. Aspiration of the uterine 
contents should reveal the uterus free from any living spermatozoa introduced 
accidentally from the cervix or vagina. The finding of living spermatozoa in the 
uterus after this procedure may assure the investigator that these spermatozoa 
penetrated the uterus by their own propuision. 


SUMMARY 


A technique employing a lactic acid swabbing of the cervix uteri between the 
external and internal os is proposed for the aspiration of living spermatozoa from 
within the uterine cavity. With this technique, it is probable that if living sper- 
matozoa are found in the uterus, they were not pushed into the uterus from the 
cervix by the examining cannula. 
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FAILURE OF ANTEROPOSTERIOR ROENTGENOGRAPHIC 
EXPOSURE IN MULTIPLE PREGNANCY 


Haruey EK. ANpERSON, M.D., OMAHA, NEB. 
(From the Department of Obstetrics and Gynecology, University of Nebraska College 
of Medicine, University Hospital) 


RDINARILY roentgenograms are accepted as confirmative of either the existence 
or non-existence of multiple pregnancy. In addition to establishing these facts, 
the x-ray is of further aid in determining the presentation of the fetuses when a 
diagnosis of pluriparity has been made. 
Roentgenographic interpretation is a laboratory procedure, and as such cannot 
be infallible in revealing the facts sought after. Such has been our experience on 
two occasions. Therefore, we are reporting our findings in these two cases. 


CASE 1.—Mrs. D. C., gravida iii, para ii, aged 32 years, was admitted to the Dis- 
> ; > oy , 

pensary Service of the University Hospital for prenatal care. Physical and obstetric 
history and examination were all essentially negative. The ante-partum period had 
been quite normal, with the exception of vaginal bleeding on several occasions dur- 
ing the last trimester of pregnancy. On May 26, 1935, she was admitted to the 
hospital because of vaginal bleeding, the cause of which was net determined, although 
5 DS 5 
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placenta previa was ruled out by vaginal examination. She was dismissed after 
three days of rest in bed and re-admitted as a dispensary patient. At this time, 
June 17, 1935, roentgenographic study of the abdomen was done because of the 
seeming multiplicity of fetal parts as well as excessive enlargement of the abdomen. 
An anteroposterior plate of the abdomen revealed a single pregnancy, vertex pres- 
entation. 

The patient was admitted to the hospital June 23, 1935, at 2:30 A.M. in active 
labor, with cervix fully dilated and membranes ruptured. After being taken directly 
to the delivery room, she was delivered normally of a living male child, weighing 
6 pounds, 7 ounces. Palpation of the fundus after this delivery revealed another 
fetus in the uterus. Artificial rupture of the second bag of waters revealed the 
presentation to be a single footling, which was converted into a double footling, and 
breech delivery of a normal living female child, weighing 6 pounds, 9 ounces, was 
completed. The placenta was of the dizygotic type. The patient was dismissed on 
the ninth postpartum day. 


CASE 2.—Mrs. A. D., gravida i, para 0, aged 25 years, white, was first seen March 
7, 1938. During the first four weeks of pregnancy, she had suffered with severe 
vomiting and had lost 20 pounds of weight, which she regained as soon as vomiting 
was controlled. With this exception her prenatal period was uneventful. 

In the thirty-fourth week of gestation the height of the fundus measured 36 em. 
Because of excessive enlargement of the abdomen and multiplicity of fetal parts, a 
roentgenographic study of the abdomen was suggested. An anteroposterior film of 
the abdomen revealed a single pregnancy in the vertex presentation. Because of 
the continuing enlargement of the uterus in size to 41 em., coupled with the fact that 
a multiplicity of fetal small parts could be palpated, the x-ray report of a single 
pregnancy was disregarded and the patient advised that in all probability a multiple 
pregnancy was present. 

She entered the Immanuel Hospital June 25, 1938, in labor, cervix completely 
effaced, two fingers’ dilatation, and after eight and one-half hours of labor, she 
delivered a normal living male child, weighing 6 pounds, 6 ounces. Palpation of the 
fundus revealed a second fetus in the uterus. Artificial rupture of the second 
amniotic sac was accomplished and a fetal head palpated above the ischial spines, 
revealing the position to be R.O.T. Rotation to an L.0.A. was accomplished manually, 
and Kristellar expression was applied to fundus; this effected the delivery of a 
normal living male child, weighing 6 pounds, 9 ounces. Delivery of the placenta by 
Credé expression after repairing the episiotomy wound showed a placenta of the 
uniovular type. The patient was dismissed on the tenth post-partum day. 


DISCUSSION 


Perusal of the literature reveals very few cases of error in diagnosis of multiple 
pregnancy by means of the x-ray. 

There are a number of factors which might hinder making a correct diagnosis 
of the condition by this means. However, G. W. Grier! states that very often in 
twin pregnancy, with a.vertex-breeeh presentation, the ordinary 14 by 17 film is not 
large enough and very often the fetal pole situated in the uterine fundus is entirely 
lost on the film. This is very likely the condition in Case 1, in which the vertex 
presented at the inlet but the breech in the fundus was missed entirely. 

Very often hydramnios accompanies a multiple pregnancy. In such cases the 
excessive amount of fluid produces a ‘‘haze’’ on the film that causes difficulty in 
interpretation of fetal structures, especially in an anteroposterior view. 

Grier! agrees with Reinberger and Russel? that the anteroposterior view is often 
inadequate in diagnosing multiple pregnancy. In taking an anteroposterior view, 
the rays must pass through the abdominal wall and thick muscles of the back as 
well as bony vertebral structures. 

In the lateral view, however, because the uterus occupies the anterior portion of 
the abdomen, the amount of total tissue which is penetrated is a great deal less 
than in the anteroposterior view. Better detail should also be obtained in the lateral 
view, because the rays must traverse the maternal abdomen twice. 
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It may be reasoned that when the presentation of both children is cephalic, as in 
Case 2, one head must be posterior to the other, and therefore but one skull may 
show in the anteroposterior view. This would not be the case in a lateral view, since 
both vertices as well as their respective fetal skeletal structures would show very 
elearly, with no fetal part being superimposed one upon the other. 

It, therefore, seems logical, if roentgenograms are to be relied upon in the 
diagnosis of multiple pregnancy, to insist upon a combination of the anteroposterior 
and lateral views as routine procedure, for the same reason that the surgeon de- 
mands these views before attempting the reduction of a fracture of one of the long 
bones. 
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LATE PUERPERAL HEMORRHAGE DUE TO PLACENTAL 
POLY P* 


Hinry T. Hagstrom, M.D., Brookiyn, N. Y. 
(From the Obstetrical Service, Methodist Hospital) 


HE occurrence of placental polyp, causing hemorrhage severe enough to threaten 

the patient’s life, is apparently infrequent. Reference to four standard text- 
books on obstetrics showed one only, in which this condition was described. The 
literature on the subject is very meager, a few cases being reported chiefly by 
foreign observers. Owing to the paucity of records of a similar nature, I wish to 
report the following case. 


CASE REPORT 


Mrs. G. S., a 34-year-old white primipara, was delivered at term in the Methodist 
Hospital on Aug. 7, 1937. Her ante-partum course was uneventful. She had a hard 
labor of twelve hours’ duration. Five and one-half hours before the baby was born, 
bright red vaginal bleeding occurred and continued in a steady trickle until two 
hours before delivery. Shortly after the bleeding began, vaginal examination re- 
vealed a small rim of cervix anteriorly, and the head above the spines in an L.O.T. 
position. The cause of the bleeding could not be determined, but it was thought to 
come from the cervix. 

Directly after the birth of the baby there was a large gush of blood. Immediate 
inspection of the cervix showed, in the 5 o’clock position, a 1.5 inch tear, from the 
angle of which a bleeding vessel could be seen. Interrupted sutures closed the 
laceration and stopped the bleeding. The placenta presented no evidence of old 
clots or missing cotyledons. 

On the third day post partum, the patient passed an orange-sized clot; on the 
seventh day the lochia seemed more than normal in amount. Otherwise nothing un- 
usual occurred while she was in the hospital. She was out of bed on the tenth and 
went home on the twelfth day of the puerperium. Discharge examination at that 
time showed the episiotomy wound healed, lochia scant and rusty-colored, cervix 
somewhat patulous and uterus not completely involuted. She was advised to remain 
in bed for a few days at home. 

Her stay there was uneventful until the morning of the seventeenth day post- 
partum, when she passed a blood clot ‘‘as large as one’s fist.’’ In the late after- 
noon a smaller clot was expelled. Nothing unusual occurred the following twenty- 
four hours, but the next afternoon on getting out of bed, she had a sudden, profuse 


*Presented at a meeting of the Section on Obstetrics and Gynecology, New York 
Academy of Medicine, January 24, 1939. 
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hemorrhage. When seen shortly thereafter, the patient showed typical signs of acute 
blood loss, the cause of which was considered to be retained placental tissue. 


She was transferred at once to the hospital and given an immediate transfusion 
of 600 ¢.c. of whole blood. While this procedure was in progress, a vaginal examina- 
tion was done under aseptic precautions. The findings were as follows: ‘There 
was a slight but continuous trickle of blood from the uterus, which had a rather 
boggy ‘feel,’ and was the size of a two months’ pregnancy. The cervix was 
patulous and admitted the finger. Just above the level of the internal os and extend- 
ing posteriorly up into the uterus was a somewhat firm, adherent, spongy mass, 
which could not be dislodged by the finger. Two or three pieces of this tissue were 
forcibly removed with a sponge stick. As a consequence, rather free bleeding 
followed. Grossly the tissue was placental-like in character.’’ 

Since the mass seemed firmly attached to the uterine wall, it was felt that there 
was present either (1) an adherent placental polyp; or (2) a degenerating sub- 
mucous fibroid, and that in either case hysterectomy was the procedure of choice, 
Consequently, as soon as preparations could be completed, a supracervical hyster- 
ectomy was done. Convalescence was satisfactory and the patient was discharged in 
good condition on the sixteenth postoperative day. 




















lig, 1.—Low power section of uterus. A, Degenerated placental villi, B, myometrium. 


Pathologic Report.—‘‘ The uterus measures 10 by S em. The uterine cavity con- 
tains a polypoid mass measuring 3 by 144 em. At the upper end it is firmly ad- 
herent to the posterior wall midway between the fundus and internal os. On section 
the mass consists of grayish, rather firm tissue. The myometrium appears normal.”’ 

Microscopic Examination.— ‘One section shows placental tissue. Many of the 
villi are degenerated or necrotic. Another section shows the wall of the uterus. 
The muscle fibers in the myometrium are hypertrophied and the supporting tissue 
is infiltrated with polymorphonuclear cells. The endometrium has disappeared. A 
mass of degenerated placental villi and hyalinized fibrin is attached directly to the 
myometrium. There is some proliferation of the syncytial cells covering some of the 
villi. ’’ 


Pathologic Diagnosis.—Adherent degenerated placental tissue. 


COMMENT 


Curtis designates placental polyp as ‘‘portions of placental tissue of varying 
size, which may be retained within the uterus for an indefinite period after abortion 
or full-term pregnancy.’’ If retained for any length of time embedded upon the 


uterine wall, gradual necrosis of the tissue occurs. Proliferating chorionic epithelium 
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mav be found surrounded by layers of organized blood clot and fibrin, the whole 
mass forming a polypoid tumor. Until the latter is removed, involution of the uterus 
is interfered with and hemorrhage results. 

It is quite likely that bleeding late in the puerperium is more often due to such 
a polyp than is generally recognized. Possibly, too, the pathology may have its 
origin in accessory placental tissue such as placenta succenturiata or spuria. 
Rarely, however, would one expect to find such adhesive qualities as this polyp 
showed. 

Manual removal or curettage is the usual form of treatment. In the present 
instance, the mass was too adherent for manual removal; curettage involved grave 
risk of injury to the uterus; active bleeding was in progress. Under the eireum- 
stances, hysterectomy was considered a lifesaving measure. 


SUMMARY 


The ease here reported is unusual in that a dangerous hemorrhage late in the 
puerperium was due to an adherent placental polyp, and that hystereetomy was 


necessary to effect a cure. 


52 EIGHTH AVENUE 


PRENATAL INJURY OF THE FETUS 
Harotp A. ScHwartz, M.D., New York, N. Y. 


(From the Obstetrical and Gynecological Service, Third Surgical Division, Bellevue 
Hospital, and the New York University College of Medicine) 


FN eincapa ie to interfere with early pregnancy by means of direct instrumenta- 
tion almost invariably result in the death of the ovum. This is followed either 
by complete or incomplete abortion, which may or may not be accompanied by a 
uterine infection. While instances in which pregnancy continues after instrumenta- 
tion are seen with a reasonable frequency, this rarely happens if the amniotic sae is 
ruptured. The case here reported is unusual in that not only was the amniotic sae 
almost certainly ruptured at the end of the first trimester of pregnancy, but the 
fetus itself appears to have been injured. Nevertheless, the pregnancy continued until 
the twenty-sixth week. 

The patient, J. D., a 29-year-old primipara, was admitted to the Obstetrical Ward 
of Bellevue Hospital on Sept. 19, 1937. The Wassermann reaction was negative. Her 
last menstrual period had been on April 8, 1937. She believed herself to be approxi- 
mately twenty-four weeks pregnant. On August 28 she had fallen down a flight of 
stairs and immediately began to bleed. When admitted to the ward, approximately 
three weeks after her fall, she was not in labor but was still bleeding moderately 
without definite pain. A diagnosis was made of threatened abortion. The uterine 
fundus was now 2 fingers above the umbilicus. The fetus was lying in L.O.A. position 
with the head dipping slightly into the pelvis. The fetal heart was 150 and in the 
left lower quadrant. At this time the patient’s erythrocyte count was 2.94 million, 
hemoglobin 70 per cent. She continued to bleed slightly, and a vaginal examination 
was done on September 23. The cervix was found to be 2% em. long and was 
soft. The lower segment felt normal and there was no evidence of a placenta previa. 
No membranes or bag of waters could be felt. On speculum examination a cervical 
erosion Was present; on the posterior lip of the cervix there was a point from which 
dark blood oozed. This area was swabbed with acetone. She was returned to bed 
and given a blood transfusion. Beeause of almost complete cessation of bleeding no 
further therapy was instituted. On October 3 she spontaneously went into labor. 
After a first stage of eight and one-half hours and a second stage of fifteen minutes, 
she spontaneously delivered a premature male infant. Neither doctors, nurses, nor 
patient were ever aware of the membranes rupturing. It wes certain that she had 
a dry labor. 
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The infant was in poor condition; weighed 2 pounds 11% ounces and was 38 em. 
long. Examination revealed a long linear scar on the left side, extending from 
the malar bone upward along the face and scalp to a point close to the termination 
of the frontoparietal suture. At the upper part there was a small area of granula- 
tion tissue, but elsewhere the scar was well healed and contracted, tending to draw 
the nose and eye toward the side of the scar (Fig. 1). In addition, there was aq 
talipes equinovarus of the right lower extremity. The infant was promptly trans- 
ferred to the premature ward, where he died twelve hours after birth. 

Post-mortem examination revealed no other anomalies. The cranial bones were 
intact. 

The patient now, for the first time, admitted that twelve weeks prior to this hos- 
pital admission she had visited an abortionist who attempted to interrupt pregnancy 
with instruments. During this procedure the patient began to bleed moderately. The 





Fig. 1.—Showing infant with facial scar. The left eye is pulled toward the contracted 


sear. 


frightened abortionist immediately discontinued his efforts, told the patient that 
her pregnancy was too far advanced to permit interruption, and allowed her to go 
home. Her bleeding ceased after a few days, but approximately twelve weeks later on 
August 28 she fell down a flight of stairs and began bleeding again. The rest of the 
story has already been told. 

The post-partum course of the mother was uneventful except for one rise of tem- 
perature to 101.4° F. on the fourth post-partum day. She was discharged home on 
the tenth post-partum day in good condition. 

One may conclude from the above that a curette or similar instrument ruptured 
the patient’s membranes and lacerated the face of the fetus when the patient was 
approximately twelve weeks pregnant. Then, with membranes ruptured, the fetus 
continued to live in utero another fourteen weeks before it was spontaneously ex- 
pelled. A search of recent literature revealed no similar cases. 











TORSION OF THE UTERUS* 


Locke L. MackENzIE, M.D., AND ANNA NIMELMAN, M.D., 
New York, N. Y. 
(From the Department of Gynecology, Detention Hospital, Department of 
Correction) 


M H., aged 32 years, colored, single, was admitted to the Gynecological Service 
. of Detention Hospital on Nov. 25, 1936. The patient complained of pain 
in the abdomen for the past twelve hours. Past history included chronic gonor- 
rhea treated for two or three years. Three years ago a high classical cesarean 
section had been performed, following a thirty-four-hour trial labor with a face 
presentation; the postoperative course had been stormy with temperature of 
105° F. on the fourth post-partum day, and convalescence had been further com- 
plicated by left femoral phlebitis. She was discharged on the twenty-second day 
with a living female child. 

Menstruation had been normal and the last menstrual period was two weeks 
prior to the present admission and lasted for three days. The patient began to 
bleed again on the day of admission to the hospital. There was no nausea, and 
the bowels moved normally the day of admission. 

Physical examination disclosed a healthy looking young colored woman ob- 
viously in acute pain. Temperature was 102° F., pulse 96, respiration 24. Sig- 
nificant physical findings included irregular pupils; tachycardia; an old right 
rectus incisional sear; rigidity and tenderness in both lower quadrants of the ab- 
domen, more on the right—a movable globular mass in the right lower quadrant; 
and moderate amount of uterine bleeding with a soft, boggy uterus, not well out- 
lined. 

Laboratory examinations disclosed blood Wassermann 4-plus; vaginal smear 
suspicious of gonorrhea; white blood cell count seven hours after the onset of pain 
was 5,700 with 71 per cent polymorphonuclears; three hours later it had dropped 
to 5,040 with 68 per cent polymorphonuclears;: three hours later it had risen to 
15,900 with 79 per cent polymorphonuclears; and urine disclosed 2-plus albumin 
with many white blood cells and frequent fine and coarse granular casts. 





The preoperative diagnosis was acute appendicitis, pelvic inflammatory dis- 
ease, or a twisted ovarian cyst. 

As the patient was growing rapidly worse, and as an acute surgical abdomen 
presented, operation was performed on Nov. 26, 1936, sixteen hours after the 
onset of the pain. 

Operation.—Under drop ether anesthesia a midline incision was made, The uterus 
was enlarged to the size of a six weeks’ pregnancy; it was pulled upward and to 
the right and twisted upon the cervix 180 degrees in clockwise rotation. The left 
tube passed in front of the uterus and was inserted on its right aspect. A thick, 
dense, fibrous adhesion joined the right anterior surface of the fundus to the 
posterolateral parietal peritoneum on the right with omental involvement. The 
uterus was dark red, tense, and mottled with purplish petechiae. The adhesion 
was divided with sharp dissection, leaving a small amount of serosa and myo- 
metrium attached to the parietal peritoneum. The uterus was then untwisted 
and fixed in position by a Baldy-Webster suspension. The abdomen was closed 
in layers. Postoperative convalescence was febrile for the first six days, but the 
patient suffered no further abdominal discomfort. 


*Read at a meeting of the Section of Obstetrics and Gynecology of the New York 
Academy of Medicine, November 28, 1939. 
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DISCUSSION 


Torsion of the uterus is rare. As far as can be determined all the cases re 
ported in the literature oceurred in uteri which were either pregnant. or my: 
omatous. Melver and Buxton! state that torsion of the uterus is usually found 
in older women, that it is associated with leucocytosis, and that the torsion is 
generally clockwise. The degree of torsion varies, and Gordon-Watson and Shaw2 
report one ease in which the fundus was twisted 450 degrees on the cervix, 
Hawes? and others emphasize that the condition is rarely diagnosed preoperatively, 
and the former suggests that the attempted passage of a uterine sound might be 
a diagnostic aid. Day4 in discussing the condition associated with pregnaney 
states it is difficult to diagnose, the patient is usually in shock, there is rarely 
external bleeding, and there is frequently sudden pain in the right lower quadrant. 
Javett, Anderodias and Mahon,® Rabbiner,* and many others report isolated in- 
stances of uterine torsion complicating pregnaney and indicate it is frequently 
mistaken for premature separation of the placenta, a faet also brought out by 
Kastman.8 

Fleischer and Kushner,? Battaglioli,t0 HKrdmann,11 and others have reviewed the 
literature and added instances of uterine torsion due to fibroids. In these types 
the diagnosis is likewise obscured before laparotomy is done. 

The case reported is one of torsion of the nonpregnant, nonmyomatous uterus, 
caused, undoubtedly, by an adhesion. It has been detailed because it appears 
there is no similar torsion of the uterus reported in the literature. 


REFERENCES 


(1) McIver, M. A., and Buxton, C. L.: Surg. Gynee. Obst. 59: 663, 1934. (2) 
Gordon-Watson, C., and Shaw, W. J.: J. Obst. & Gynaeec. Brit. Emp. 33: 424, 1926. 
(3) Hawes, C. H.: Ann. Surg. 102: 37, 1935. (4) Day, H. F.: New England J. 
Med. 213: 605, 1935. (6) Javett, S. N.: South African M. J. 9: 833, 1935. (7) 
Rabbiner, B.: AM. J. OBST. & GYNECc. 30: 136, 1955. (8) Eastman, N. J.: Chinese 
M. J. 48: 745, 1934. (9) Fleischer, A. J., and Kushner, J. I.: Am. J. Osst. & 
GYNEc. 26: 120, 1933. (10) Battag#oli, E.: Clin. ostet. 35: 75, 1933. (11) 
Erdmann, J. F.: Personal communication to the author. 


SPONTANEOUS RUPTURE OF PAPILLIFEROUS CYST 
OF THE OVARY 
ReEPoRT OF A CASE 


MAXWELL Sprinc, M.D., New York, N. Y. 
(From the Surgical Service of The Bronx Hospital) 


A SUDDEN, spontaneous rupture of a papillary cyst of the ovary occurs rarely.! 

A. C., a 60-year-old, white, married, Jewish woman, was admitted to The 
Bronx Hospital at 11 P.M. on Sept. 29, 1989, complaining of abdominal pain and 
distention. The patient had been perfectly well until 1 p.m. of the same day when, 
following her luncheon, she had a sudden onset of a sticking pain across the upper 
and lower third of the abdomen, associated with distention. The pain was continu- 
ous and did not radiate. It was relieved somewhat by the application of a hot water 
bag. At 4 P.M. she took an enema and attempted to induce emesis with a dose of 
sodium bicarbonate and lemon juice. Both of these measures relieved the symptoms 
slightly. At 8:30 p.m. she repeated the enema and, following this, the abdominal 
pain completely disappeared and the distention diminished. There was at no time 
any nausea, vomiting, or elevated temperature, but there was anorexia. There was 
no history of trauma. 

Ten years prior to admission, a cholecystectomy for cholelithiasis was performed 


at another hospital, with complete relief of symptoms. The menopause had oceurred 
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twenty years ago. Since then, there was no vaginal bleeding or discharge. Urinary 
symptoms were absent. She was chronically constipated, but there was no obstipa- 
tion. Effort dyspnea was present. 

Physical examination revealed an obese, well-developed, well-nourished patient, 
who did not appear ill. The rectal temperature was 100.4° F.; the respirations 20 
per minute, and pulse 80. There was no scleral jaundice. The mouth was edentulous, 
and the tongue dry. There was dullness over the bases of both lungs posteriorly, 
with a moderate number of medium moist rales, greater in the left than in the right. 
The breath sounds came through normally. The heart was not enlarged. A rough 
systolic murmur was present over the entire precordium, loudest over the pulmonic 
area, and transmitted to the vessels of the neck. Regular sinus rhythm was present. 
Blood pressure was 118/58. Abdominal examination revealed a healed right upper 
quadrant sear. The abdomen was moderately distended but soft. Rigidity and 
tenderness were absent. Rebound tenderness was present in both lower quadrants, 
the left being greater than the right. There were no masses palpable. Liver and 
spleen were not felt. There was slight left costovertebral tenderness. The ex- 
tremities showed slight thickening of the peripheral vessels. The urine contained 
a faint trace of acetone, and an occasional red and white blood cell. The white 
blood count was 15,250 with 80 per cent polymorphonuclear leucocytes, 4 per cent 
band forms, 14 per cent lymphocytes, and 2 per cent monocytes, 

The following morning, the temperature had risen to 101° F. At 11:30 a.m., both 
lower quadrants had become rigid and tender. A mass was palpable in the left 
lower quadrant. At this time, a flat plate of the abdomen showed moderate amounts 
of gas in the large and small bowel. The clinical impression was either a perforated 
bowel carcinoma or a twisted ovarian cyst. Immediate exploration of the abdomen 
was decided upon. 

Operation.—At 1:30 P.M., laparotomy under spinal anesthesia was performed by 
Dr. Sidney Grossman. A five-inch hockey-stick shaped incision was made in the 
left lower quadrant. As the peritoneal cavity was entered, a large amount of turbid 
fluid gushed out. This was followed by a discharge of grayish, puttylike material, 
characteristic of the material seen in a dermoid cyst. The left adnexa were atrophic. 
A large cystic mass, the size of a grapefruit, was situated posterior and to the right 
of an atrophic uterus in the cul-de-sac of Douglas. Spontaneous perforation was 
present in the roof of the cyst and this was discharging liberally grayish, puttylike 
material. (A culture taken of this fluid was sterile after forty-eight hours’ ineuba- 
tion.) The right round ligament and tube were secured at the fundus of the uterus, 
and the infundibulopelvie ligament was ligated and cut. The cyst was removed 
from the broad ligament. The broad ligament was peritonized. The infundibulo- 
pelvic and round ligaments were sewed to the fundus of the uterus. There were no 
peritoneal implants. The wound was closed in layers without drainage. The post- 
operative diagnosis was ruptured right dermoid cyst. 

Pathology.—(Dr. Joseph Felsen). The specimen, a cyst, on gross examination, 
measured 9 by 7 em. in size, apparently a resected ovary. The surface was diffusely 
hemorrhagic and presented several split pea sized, oval, yellow masses, which were 
firm in consistency. The wall measured 3 mm. in thickness. The cyst was multi- 
locular, and the inner surface of the wall was studded with several papillary pro- 
jections, which were pinkish in color and soft in consistency. The remainder of the 
lining presented many irregular yellowish raised areas. There was no gross evidence 
of sebaceous material or hair. Microscopically, the section showed a papilliferous 
cyst of the ovary. The slender connective tissue stalks were well vascularized, and 
the papillary projections were covered with simple columnar epithelium. There 
appeared to be no invasion of the stroma, but this tumor was capable of producing 
secondary implant of the peritoneum. One section revealed what appeared to be a 
thick-walled cyst containing cholesterol. 

The postoperative course was uneventful. Rebound tenderness was present until 
the fourth day. The first four days the temperature varied between 100 and 101° F. 
and from then reached 100° F. daily, until discharge, except for a rise to 101° F. on 
the sixth and twelfth postoperative days. 

The wound healed by primary union. Alternate sutures were removed on the 
sixth and the remainder on the eighth postoperative day. On the twelfth post- 
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operative day, she was allowed out of bed. At this time, the white blood cells were 
11,500 with polymorphonuclear leucocytes 60 per cent, band forms 8 per cent, and 
lymphocytes 32 per cent. The red blood cells were 3,800,000 and the hemoglobin 72 
per cent (Sahli). The urine showed a very faint trace of albumin. She was discharged 
on the fifteenth postoperative day. Twenty weeks after discharge finds her well and 
asymptomatic. 

COMMENT 


The case presented is unusual in many respects. The patient was 60 years of age, 
whereas most cystadenomas are found in women between 40 and 50 years of age. 
The clinical manifestations were those of a sudden, spontaneous, nontraumatic rup- 
ture of an ovarian cyst. In the absence of other causes, and, in view of the eyst 
contents found, the rupture was most likely due to a thinning of the cyst wall conse- 
quent upon degeneration and necrosis of that structure. In spite of the spill into 
the abdominal cavity of a large amount of highly irritating cyst contents, the 
abdomen was not drained, with uneventful wound healing and postoperative course. 
The tumor showed no invasion or malignant change despite the fact that the woman 
was in the cancer bearing age. There was no ascites, which occurs in 18.47 per cent 
of ovarian tumors with papillary surface growths. Cystadenomas are usually 
unilateral, but, where surface papillae exist, 60 per cent are bilateral and 50 per 
cent intraligamentous.2. The tumor, therefore, had the criteria for bilaterality. How- 
ever, since the other ovary was atrophic, its removal was not deemed necessary, 
though the current teaching is to remove the unaffected ovary prophylactically in all 
eases of cystadenomas, regardless of age, except where offspring are desired, 


I am indebted to Dr. William Kline for permission to report this case. 
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BRONCHOSCOPY AS AN ADJUNCT IN THE TREATMENT OF 
ACUTE PULMONARY EDEMA COMPLICATING ECLAMPSIA 


Nora D. Dean, M.D., LOUISVILLE, Ky. 


DEMA of the lungs is an emergency which the physician must be prepared to 

face in every case of eclampsia. It is said by Teel and others! to oceur in 30 per 
cent of all eclamptic patients. Women with ‘‘eclampsia without convulsions’’ appear 
to be in even greater danger of developing the complication than those with the 
classical type of eclampsia, and it has been observed in pregnant and puerperal 
women who were wholly without demonstrable toxemia. The absence of valvular 
heart disease or of a history of hypertension or nephritis is no guarantee that acute 
pulmonary edema will not develop. 

In a case recently under my care, the bronchoscope was introduced to enable 
fluid to be aspirated from the lungs. The patient recovered and it was felt that 
her life had been saved by the resort to this novel adjunct to treatment. So far 
as I know, the present is the first reported case in which therapeutic bronchoscopy 
has been used to combat pulmonary edema, although I am informed it was employed 
for this purpose previously elsewhere. 


Mrs. J. J. P., white, aged 26 years, primipara at full term, was admitted to the 
Kentucky Baptist Hospital June 25, 1938. She had previously been under our 
sare for rheumatic heart disease with mitral stenosis without hypertension. She 
gave a history of frequent fainting spells in the past two weeks, with cyanosis, 
slight cough for two or three days, and generalized edema without albumin in 
the urine. She was not yet in labor. Examination of the chest showed bronchial 
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breathing and mucous rales over both lung fields anteriorly and posteriorly, with 
impaired resonance. The impression received from the patient’s recent history anc 
from examination was toxemia of pregnancy with possible incipient edema of the 
lungs. 

The patient went into labor and after ten hours ot labor was delivered by low 
forceps. During the first stage of labor she coughed considerably and had diffi- 
culty in breathing when lying down. Under gas anesthesia in the second stage, she 
became cyanotic and the dyspnea was marked. In the Trendelenburg position, 
a large amount of yellow, frothy, sanguineous fluid ran from the mouth. Delivery 
was without obstetric complication. The patient left the delivery room in fair 
condition. A few moist rales could be heard over the entire chest. 

Eight hours after delivery the patient was complaining of pain in the chest and 
was expectorating large amounts of bloody mucus. Two hours later I examined 
her and found all of the cardinal symptoms of acute pulmonary edema. She was 
in great distress. Treatment with the oxygen tent was started immediately. Dys- 
pnea, cyanosis, rapid, weak pulse, and rapid, shallow respiration continued. Coarse 
rales and ronchi were present throughout the chest; the only aeration that was 
taking place was in the anterior chest as the patient lay in the prone position. 

It was felt that the pulmonary edema was not entirely of cardiac origin and 
that the obvious cardiac strain might be partially or wholly relieved if normal 
oxygenation of the blood could be restored. Clearly, the oxygen that was being 
administered was not reaching the lungs by reason of bronchial obstruction, and 
death was impending. Realization that the cause of obstruction was not a fixed 
body but a fluid, which should be removable, brought me to the thought of aspira- 
tion through the bronchoscope as an immediate life-saving measure. The hope 
was felt that in the time thus gained the forces of nature, aided by the usual 
therapeutic measures, might prevail over the toxemia and the allied propensity to 
edema formation. Without further delay bronchoscopy was performed. An 8-mm. 
bronchoscope was used, with oxygen in the side-carrier. 

Endoscopic examination showed the mucous membrane of the bronchi to be 
reddened and much swollen, so that definite diminution in the size of the lumen 
was produced. Larynx, trachea, and bronchi contained a large accumulation of 
thin serosanguineous secretions. The material in the larynx and trachea was 
frothy. On foreed expiration secretions were seen issuing from the orifices of all 
the major bronchi. Approximately 60 ¢.c. of fluid was aspirated. 

Improvement was almost immediate. The heart rate fell, showing relief of the 
cardiac strain, just as we had hoped; there was a drop in the respiratory rate and 
the cyanosis disappeared. The patient said that she felt much more comfortable. 

The patient was relatively free of symptoms for about twelve hours, after which 
she began again to complain of respiratory difficulty, which increased very rapidly 
and became so severe that she herself asked to have the bronchoscopic treatment 
repeated. There was some rattling in the chest and the heart rate was increased. 
The bronchoscopy was repeated and a large quantity of secretion aspirated, but 
less than on the first occasion. The fluid was more viscid in character. The greater 
amount was obtained from the left lower lobe. The respiratory and heart rates 
fell promptly and from this time on recovery was smooth and spectacular. 

The patient was discharged July 9, 1938, fourteen days after admission, well of 
the pulmonary edema. She was examined in December of the same year; no evi- 
dences of eardiae decompensation were then present. 
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AN IMPROVED APPARATUS FOR TREATING ASPHYXIA OF 
THE NEWBORN INFANT 
JOSEPH KREISELMAN, M.D., WASHINGTON, D.C. 


A ASPHYXIA is likely to occur in the delivery room, adequate equipment for 
resuscitation should be available and all doctors should be trained in the 
fundamentals of the treatment. 

Obstetricians have more opportunity to prevent asphyxial deaths than has any 
other group in medicine. In their hands also rests the power to prevent many of the 
complications caused by asphyxia. 

The method about to be described is simple, efficient and safe. In the AMERICAN 
JOURNAL OF OBSTETRICS AND GYNECOLOGY (20: 552, 1928), an apparatus for the 
resuscitation of asphyxiated newborn babies was described. This has now been im- 
proved and additions have been made which merit further consideration (Fig. 1). 

The essentials of successful treatment of asphyxia neonatorum are the following: 
(1) Maintenance of body temperature, (2) correctness of posture to sustain an open 
airway, (3) provision of clear air passages, and (+) supply of oxygen to the lungs. 
This apparatus fulfills all these essentials in cne compact unit. 

Body heat is maintained by the electrically heated bassinet. The correct posture 
is obtained by adjusting the tilting platform on which the baby is placed. Clear 
air passages are a prerequisite to any satisfactory method of artificial respiration. 
The mucous membrane of the pharynx and trachea is delicate; therefore it is neces- 
sary that any suction be controlled and not be strong enough to cause injury. Gentle, 
but effective aspiration is accomplished by an electrically driven aspirator with an 
adjustable amount of negative pressure. 

Oxygen is supplied to the lungs intermittently at carefully controlled _pre- 
determined pressures. This pressure may be regulated up to 16 mm. Hg, and it is 
indicated at all times by means of a water manometer gauge, which also acts as a 
water safety valve and makes it impossible to apply too great a pressure. The 
rhythm is controlled by the operator. 

A face mask of ‘‘latex’’ rubber is designed to fit over the nose and mouth, and 
at its smaller end an aperture is provided for admitting the gas. On the inside 
of the face mask is attached a stiffly flexible rubber airway, or breathing tube, which 
extends over the tongue into the pharynx. The face mask is so designed that, while 
applied, there is no interference with the baby’s inspirational efforts. 

Once the baby has started breathing, the resuscitation mask should be replaced 
with the continuous flow inhaler. Oxygen in volume set by the flowmeter passes to 
the patient at a pressure that does not interfere with inspiratory or expiratory effort. 
There are no valves and bags to get out of order, or to interfere with respiration. 

Failure to breath at birth may be due to any of several causes: asphyxiation, 
prematurity, brain hemorrhage, drugs, ete., and it is not always possible immediately 
to determine the cause. It will be seen, then, that to hold the baby head down is 
exactly the wrong position in the event that one is dealing with a brain hemorrhage. 

Therefore, as soon as possible, the baby, carefully watched, should be placed in 
the heated bassinet in a fifteen degree Trendelenburg posture, with the head slightly 
hyperextended. Maintenance of body temperature is of vital importance. Not 
only is it of importance in the treatment of shock which may be present, but also 
it is of importance in the prevention of shock. Tissues take up oxygen more readily 
if the temperature is normal, or nearly so. Newborn babies always should be kept 
warm. The shock in itself tends to lower the blood pressure and resistance and, 
if not prevented or corrected, may be a potent factor in the production of fatal 
asphyxia. 
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The pharynx should be cleared at once with the aspirator, and if the baby does 
not breathe spontaneously, or if it is cyanosed or pale, oxygen should be given im- 
mediately. 

A common error is waiting to see what will happen. Do not wait, for it is well 
known that the brain does not tolerate a deprivation of oxygen very long. Anoxia is 
the greatest factor in the mortality at birth and during the first few days of life. 
The morbidity due to anoxia cannot even be estimated. It is greater than is gen- 
erally believed. Supply oxygen to the tissues immediately. No harm can be done 
by so doing, but delay may be fatal or may result in irreparable damage to the 
central nervous system, 





Fig. 1. 


The oxygen should be supplied with the resuscitator by placing the mask over the 
nose and mouth with the airway over the tongue and the chin held up. Depress 
the lever on the mask and hold it down long enough for the lungs to be inflated. 
Then release the lever and the lungs will deflate because of their own elasticity. 
The lever should be held down for a few seconds each time, for it is then that the 
oxygen is taken up by the blood stream. The rhythm should be about twelve in- 
flations a minute. 

In deeply asphyxiated babies, respiration will begin usually with spasmodic 
inspiratory efforts, which do not take in air. Watch these efforts carefully and 
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time the inflations to coincide with them. This timing can be done only by an 
apparatus whose rhythm is controlled by hand operation. 

When breathing is established, but oxygen is still needed, remove the face mask 
with the attached airway, place the continuous flow face mask over the mouth and 
nose and set the flowmeter at four liters a minute. 

In asphyxia of moderate degree the face mask with the attached airway should 
be used. It is not necessary to intubate the trachea in these cases and to do go 
may be difficult; it may even prove harmful. In profound asphyxia with a relaxed 
larynx, tracheal catheterization may be done without the same dangers of injury to 
the larynx and trachea. Provision is made for the attachment of a_ tracheal 
catheter in place of the face mask. 

Tracheal catheterization is best achieved by direct vision with a laryngoscope 
but should be practiced only by those experienced in the procedure. It should be 
executed rapidly, for there is no time to lose in treating profound asphyxia. 

Efforts at resuscitation must always be continued. Often babies will improve 
in color and heart action, but they may not breathe spontaneously for a long period 
of time. Chemical changes have taken place and it is necessary to reverse these 
changes. Then too, time is necessary for the elimination of drugs which may have 
been given the mother. 

Progression of asphyxia may proceed with extreme rapidity. The oxygen reserve 
in an adult is about 600 e.e., which is not sufficient to sustain life for much over 
two minutes. Asphyxial collapse follows with appalling suddenness. The oxygen 
reserve in newborn babies is probably relatively smaller than that of an adult, so 
that the danger from asphyxia is correspondingly greater. 

Time is of utmost importance in the treatment of asphyxia. It is easy to correct 
mild asphyxia and difficult to correct asphyxia when it becomes profound, 

Asphyxia is a chemical phenomenon. To stimulate a failing heart when 
is no oxygen in the blood stream, is useless. Supply oxygen and the heart will take 
care of the circulation. Both the circulation and the respiration are controlled by 
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the gaseous exchanges. 

For twelve years, in many hospitals, a similar apparatus has been successfully 
used. But the new model has the addition of three innovations: a heated bassinet, 
an aspirator, and a continuous flow of oxygen. With these additions all the 
requisites for resuscitation are combined in one unit. 

The apparatus here described is manufactured by the Heidbrink Division of the Ohio 
Chemical Co., Cleveland, Ohio. 





A SATISFACTORY CORD CLAMP 


JOHN B. Pastore, M.D., New Yor«. N. Y. 


(From the Department of Obstetrics and Gynecology, New York Hospital and Cornell 
University Medical College) 


HE introduction of various types of cord clamps during the past few years is 

evidence that the use of cord ligation has gradually decreased. The reason for 
this is the added protection against hemorrhage and the ease of application. 

The clamp here presented is a modification of the Hoffman clamp which is uni- 
versally used for controlling the rate of flow in intravenous infusions. It was 
especially constructed by the Engineering Department of the New York Hospital 
and is made of monel and duraluminum metal, so that its total weight is 20 Gm. 
A photograph of the opened clamp and its application to the cord are shown in 
Fig. 1. The compressing action is obtained by a small spring (@) on either side. 
These give uniform tension throughout the range of use and length of jaw. The 
clamp is opened by turning the thumb screw (b) clockwise. This action separates 
the two crossbars. The outer bar is then opened, as shown in the photograph. It 
is then placed around the cord and the bar snapped into position. The clamp is 
adjusted to its proper position, which is about 14 inch above the skin margin. The 
thumb screw (b) is then released its full distance to point c, thus compressing the 
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cord between the two bars as shown in the drawing. The cord is then cut close to 
the clamp. It is essential that the thumb screw be released the full distance by 
turning counterclockwise, so that the full action of the compression springs is ob- 
tained with the shrinkage of the cord. As the thumb screw is being released and the 
crossbars approximate each other, the pin (d) pierces the opening (e) and thereby 
automatically locks the clamp so that it cannot be accidentally opened. The clamp 
can be removed by turning the thumb screw (b) clockwise, thus separating the cross- 
bars. 
The clamp measures 1 x 14% inches and the crossbars are % inch wide, thus 
eliminating the danger of cutting through the cord. The bars are ridged so that 
the outer peritoneal layer of the cord is perforated. This facilitates the escape of 
‘*Wharton’s jelly.’’ The compression spring cannot hurt the baby, since the coils 
separate as the clamp tightens. 

The clamp is sterilized by boiling with the other instruments just before delivery. 
It has been our custom to remove the clamps at 8:00 A.M. on the following morning, 
which is the time of the first bath for the babies. Consequently the clamps remain 
in place from a minimum of eight hours to a possible maximum of thirty-two hours. 





Fig. 1.—Showing clamp and its application to the cord. 





No difference in results has been noted and the routine is a convenient one for the 
nursing staff. At the time of its removal, the compressed portion of the cord is 
of tissue paper thickness, and this portion is cut off with scissors, leaving only 
a small portion of the cord to be sloughed off. 

The first 1,122 cases have been analyzed. These cases were studied between 
Nov. 24, 19537, and Mareh 50, 1959. In 772 of these the cord was off at the time 
of discharge. In only 88 of tiis group did the cord fall off after the tenth day. 
In other words, in 67.85 per cent of the cases the babies were discharged with the 
cords off, and in 11.5 per cent of these the cords were off after the tenth day. In 
a similar series of 506 cases in which cord ties had been used, 286 babies, or 56.72 
per cent, were discharged with cords off. In 23 per cent, or 66 cases, of this group, 
the cords were off after the tenth day. Thus, the clamp definitely decreases the 
period necessary for sloughing of the cord. 

Of greater importance is the prevention of hemorrhage. In none of the cases 
was there any bleeding either before or after the clamps were removed. At the 
beginning of the period when the clamps were employed, it was noticed that in a 
few cases the clamps fell off after a few hours. However, this was due to lack of 
experience in that the thumb screw had not been completely released, thereby pre- 
venting closure of the clamp. 

The amount of care necessary is greatly reduced, since the small portion of the 
cord remaining is completely dehydrated and necrosed. No further attention is 
necessary. The skin margins grow inwardly very rapidly. 











SPINELLI OPERATION FOR CHRONIC INVERSION 
OF THE UTERUS 





FOLLOWED BY A FULL-TERM DELIVERY WitHoUtT COMPLICATIONS 
GORDON I. West, M.D., Campren, N. J. 
(From The Gynecological Service, Cooper Hospital) 


E PRESENT this case report primarily because successful pregnancy and 

delivery of a full-term baby following the Spinelli operation for inversion 
of the uterus is very rare, and secondarily because chronic inversion of the 
uterus is not common. 

The patient was a young woman who, at 18 years of age, was delivered at 
home of her first baby. The labor was long, difticult, and terminated by forceps. 
The placenta was delivered easily by the Credé method with no undue pressure 
or traction on the cord; however, there was profuse post-partum hemorrhage and 
shock. The inversion was not recognized, so that no attempt at reduction was 
made and no packing used. The patient reacted well from shock, but her con- 
valescence was very stormy with greatly increased lochia, chills, fever, and lower 
abdominal soreness. She was permitted to get out of bed in four weeks and on 
the second day out of bed had a profuse hemorrhage with lower abdominal pain 
and was forced to return to bed. Chills and fever continued for four weeks more 
when she was admitted to the Gynecologic Ward of Cooper Hospital. 

On admission she was pale and septic in appearance; her temperature was 
101° F. and pulse rate 100. The blood count showed 55 per cent hemoglobin; 
2,650,000 red blood cells, and 11,400 white blood cells. She was tender over 
the lower abdomen, but there was no distention or palpable masses. 

Vaginal examination revealed a lacerated perineum and a smooth, firm mass 
which proved to be the inverted fundus of the uterus. The cervix was tightly 
contracted about this mass. There was some tenderness in the pelvis but no 
other palpable masses. A careful, but unsuccessful, attempt was made to replace 
the uterus. 

On the following day she had a severe chill. Her temperature rose to 104° F. 
and pulse rate to 130. We felt that this resulted from the attempted reduction. 
The elevation of temperature gradually subsided, reaching normal at the end of one 
week. 

Eight days later a second examination was made and involution found to be 
complete. Her condition was improved sufticiently so that reduction by the 
Spinelli operation was decided upon. This was done in the usual manner. It 
was found necessary to incise the entire anterior uterine wall before reduction 
could be accomplished. ‘To close the uterus after reduction, a large wedge-shaped 
piece of the uterine wall had to be removed. Two layers of No. 2 chromic catgut 
were used in the closure. A small drainage tube was placed in the posterior 
cul-de-sac. 

Her convalescence was satisfactory, although her temperature reached 101° F. 
for about five days. She was discharged three weeks after the operation in good 
condition. 

Her menstrual periods were regular and painless until three years later when 
she became pregnant. The pregnancy progressed normally to term when she 
delivered, spontaneously, a living baby after a short labor. The puerperium was 
normal and she was out of bed on the tenth day. Five years later, eight years 
after the operation, she again became pregnant but had a premature labor at about 
the fifth month. Her convalescence was normal. 


*Presented at a meeting of the Philadelphia Obstetrical Society, December 7, 1939. 
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She was re-admitted to the hospital in 1936, twelve years after the operation, 
complaining of lower abdominal pain and irregular bleeding. She gave a history 
of having been in bed at home for two weeks with fever. 

Vaginal examination revealed a slightly lacerated cervix; the uterus was 
anterior and movable and the left adnexa were enlarged and sensitive. Our im- 
pression was that she had a subsiding salpingitis. After eight days with a nor- 
mal temperature, she was discharged, and we have had no report from her since 
that time. 

Although we have had no experience with the Haultain operation, from the 
review of the literature on this subject it would seem that this operation is 
quicker, easier to do, and that it leaves the uterus in better condition for future 
childbearing. The Spinelli operation, on the other hand, would seem to be safer 
if there has been infection and provided the patient is advised that future 
babies should be delivered by cesarean section. 


527 PENN STREET 





INVERSION OF THE UTERUS* 
KE. W. Trrus, M.D., ann C,. H. Hixson, M.D., Wasurneton, D. C. 


HE existing classifications of this accident in the recognized textbooks, present 

considerable variation and confusion. Generally speaking, they are based on 
etiology and time factors and upon whether or not the fundus has entirely passed 
through the cervix. 

In view of such variations of opinion, we feel that the classification of uterine 
inversion needs clarification. Classifying them into acute or chronic, based upon 
the time elapsing, namely one month, after the occurrence of the accident is arbi- 
trary and unsatisfactory. We believe a better method should be evolved and to 
accomplish this, we offer the following suggestions. From the etiologic viewpoint, 
two main types should be recognized: puerperal and nonpuerperal. The puerperal 
type is divided into acute, which includes those cases immediately following de- 
livery; subacute, those patients in whom many hours, or days, have elapsed before 
treatment is instituted; and chronic, having been present for a longer time. Non- 
puerperal (gynecologic) may be divided into oncogenetic, traumatic, and idiopathic. 
Oncogenetie are those cases resulting from the gradual traction of new growths. 
Traumatic would include those cases sustaining a sitting or standing fall, or any 
accident causing a sudden and extreme increase in intraabdominal pressure. Idio- 
pathic are those where definite cause cannot be ascertained. A large proportion 
of these, especially in older women, is believed to be oncogenetic in origin, with 
the complete disappearance of evidence of the presence of previous newgrowths. 

Depending upon the degree of inversion, the latter is either partial or complete. 

The patient, a negro woman, 21 years of age, was delivered at full term four 
years previously. There had been no obstetric complications. Her menstrual fune- 
tion had been normal since her labor. The last menstruation began May 20, 193§ 
and lasted three days, her usual time. The patient was first seen in the Garfield 
Memorial Hospital Outpatient Department on June 10, 1938. History revealed that 
on May 27, 1958, several days after cessation of last menses, she fell down the 
stairs of her home, sliding down on her buttocks. Vaginal bleeding began imme- 
diately and continued irregularly until she was seen in the clinic. Pelvic examina- 
tion was not done at this time, but the patient was given oxytocies and advised to 
remain in bed. Five days later, she returned to the clinic, bleeding still continuing. 
Pelvic examination at this time revealed a large soft mass presenting at the in- 
troitus. This mass was red and bleeding slightly. A diagnosis of pedunculated 
myoma or inverted uterus was made and she was advised to enter the hospital at 


*Presented at a meeting of the Washington Gynecological Society, March 25, 1939. 
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once. This she failed to do. Ten days later, she had a profuse bleeding, following 
a jolting she received while alighting from a streetcar. She was admitted to the 
hospital shortly thereafter, with moderate bleeding from the vagina. 

The following morning, June 26, on bimanual examination under ether anes- 
thesia, a pear-shaped mass palpable in the vagina, with its lower portion presenting 
at the introitus, was found. This mass blended into the vaginal wall on its sides 
and upper limits. The fundus was not felt in its usual location, but instead a 
smaller portion, flush with the vaginal vault, was palpated. The mass had a 
friable, bleeding outer covering. The cervix could not be identified as such. Diag- 
nosis of uterine inversion was made and the patient was returned to the ward. 
Treatment was instituted to overcome infection of the endometrium and _ severe 
secondary anemia. 

On July 8, 1938, a Spinelli operation was done. 

This case was one of complete inversion, there being no cervical cuff present and 
some difficulty was encountered in determining the proper level for incision in the 
anterior vaginal wall. The postoperative course was satisfactory, though there was 
considerable temperature elevation for the first three days following the operation. 
No drainage was used, but a tight tampon was employed. The patient was dis- 
charged on the fourteenth day and returned for follow-up examination Aug. 19, 
1938, forty-two days after operation, complaining of some mucous discharge. The 
anatomic result was excellent. 


900 SEVENTEENTH STREET, N. W. 





ANTERIOR PITUITARY TEST FOR EARLY PREGNANCY 
Henry G. Hapiey, M.D., WasHinaton, D. C 


N THIS test! two minims of anterior pituitary-like sex hormone 

are injected intradermally. After waiting one-half hour the pres- 
ence of a wheal was described as a negative result. If there is a 
slight reaction, it is observed another half hour before drawing any 
conclusion. Patients thirty years old or older were considered to 
have delayed reaction and those near the menopause reacted as late as 
three hours. 

A series of fifty cases was tested, including ten known eases of preg- 
nancy; twenty-five nonpregnant women and fifteen men. The results 
of these tests were approximately 80 per cent positive in both the preg- 
nant and nonpregnant patients. There was no difference in the reaction 
of the cases of pregnancy in relation to age or duration of pregnancy. 
The different ages in the ten known eases of pregnancy were as follows: 
18, 20, 21, 23, 23, 28, 24, 25, 28, and 31. The duration of the pregnancy 
in these ten was three persons, three months; two persons, five months; 
two persons, six months, and three persons, seven months. 


CONCLUSION 
The local reaction to this anterior pituitary-like hormone is unsatis- 
factory as a test for pregnancy. 
REFERENCES 
(1) Gilfillen, G. C., and Gregg, W. K.: Am. J. OBst. & GYNEc. 32: 498, 19386. 


Gersh, Isadore: Thid. 35: 301, 1938. Frank, Chas. IV., and Wahrsinger, Philip B.: 
Ibid. 35: 303, 1938. 

















Editorials 


The Lead Nipple Shield 


INCE Wilcox and Caffey,! in 1926, described two cases of lead en- 
S cephalit is in nursing infants due to the use of lead nipple shields by 
the mother, a number of other cases have been reported.?-* <A recent 
fatal ease with a review of the literature was reported by Bass and 
Blumenthal.® 

The therapeutic effect of lead nipple shields is due to lead lactate, 
formed by the action of milk on lead. Obstetric opinion has held that 
sareful washing of the nipples before nursing eliminates any danger to 
the infant. However, large amounts of lead were recovered from the 
milk of a mother using these shields one week after nursing had been 
discontinued.? Thus it is obvious that lead is ingested by the infant. 

In all cases reported the shields were used for a number of months. 
Whether the amount ingested when they are used for a few days only is 
harmful to the infant is open to question. Bass and Blumenthal believe 
that many cases of unexplained anemia, colic, and convulsions occurring 
later in infaney may be due to lead in the body. 

Until recently lead nipple shields were obtainable without preserip- 
tion at any drug store. The printed matter which accompanies them 
states that ‘‘they are in no way likely to be injurious to the infant.’’ 
Their sale and use has now been forbidden in New York State. Reeently 
the U. S. Department of Agriculture banned them to interstate com- 
merece. However, since they may still be obtained in many states, it is 
important for physicians to be aware of this hazard to nursing infants. 

Thus another custom, hallowed by time and tradition, seems on the 
way to be relegated to the accumulating mass of therapeutie discards. 


Katharine G. Dodge. 


A Directory of Specialists* 


IIE growth of the specialistie practice of medicine in this country 

has brought with it certain problems none of which is of greater im- 
portance than the definition of a specialist and who may be designated 
as such. Various groups have been developed in recent years for pro- 
viding formal certification of specialists, but the need for cooperative 
efforts to establish uniformity of procedure served to stimulate the 
formation of the general Advisory Board of Medical Specialists during 
1933 and 19384. This Board has been expanded to inelude practically 
all of the recognized specialties in medicine and has developed close 
affiliations with medical schools and hospitals. examining boards and 
professional organizations. 





1Wilcox, H. B., and Caffey, J. P.: J. A. M. A. 86: 1514, 1926. 

*Findlay, Leonard: Post Graduate M. J. 11: 251, 1935. 

3Rapaport, Milton and Kenney: J. A. M. A. 112: 2040, 1939. 

4Mississippi Valley M. J. 61: 96. 

5Bass, M. H., and Blumenthal, S.: J. Pedia. 15: 724, 1939. 

*Directory of Medical Specialists Certified by American Boards. Columbia Uni- 
versity Press, New York, 1940, 1573 pages. 
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The need for a record of the members of the various specialties js 
evident. Formerly each Board of Diplomates published its own lists. 
but now it is a satisfaction to announce the appearance of a general 
directory, which includes the names of over 14,000 Diplomates certified 
by the constituent Boards, together with the essential biographie data 
relative to their particular qualifications. This is the only official Ameri- 
‘an Directory of its kind and includes in its almost 1,600 pages not only 
alphabetical and geographical lists, but the organization and examina- 
tion requirements of each of the American Boards are explained in full, 
These features make the book unique and invaluable to all doctors, 
hospitals, social agencies, libraries and professional organizations, and 
its practical importance will become more evident as its circulation and 
employment become more widespread. The Board of Editors, under 
the able direction of Dr. Paul Titus, is to be commended for their labors 
in bringing to a successful conclusion this worthwhile undertaking. 


Geiger and Burlingame: A Statistical Survey of 140 Cases of Gonorrheal Ophthal- 
mia with Data of 68 Cases Treated with Nonspecific Protein (Typhoid Vaccine), 
Am. J. Ophth. 21: 421, 1938. 


From January, 1918 to July, 1937, 140 cases of gonorrheal ophthalmia were treated 
in the Isolation Hospital Division of the San Francisco Department of Health. 
Forty-nine of these cases were Classified as ophthalmia neonatorum, and in all but 
three of them 2 per cent nitrate was stated to have been used at birth. 

From 1918 to 1927, 51 patients were treated, 20 of whom had ophthalmia neona- 
torum. Only local treatment was used except in 4 patients when milk injections were 
tried without apparent results and then discontinued. Corneal uleers occurred in 
27 per cent of these cases despite the treatment. 

From 1927 to 1937, there were 89 cases; 68 of the patients were treated with non- 
specific protein therapy by the intravenous use of typhoid vaccine. Local treatment 
was considered sufticient for the other 21 eases, which were mild. The average dura- 
tion of the disease was 3.6 days before any treatment was instituted. None of the 
29 patients with ophthalmia neonatorum in this series developed corneal ulcers, al- 
though corneal ulcer as a complication occurred in 22 cases of the entire group. The 
average number of doses of typhoid vaccine given to each patient was 4.44; the least 
dosage in the number of organisms was 5,000,000 and the greatest number 250,000,- 
000, given to one adult. Thirteen per cent of the group treated with nonspecific 
protein therapy developed corneal ulcers, in comparison with the 27 per cent of the 
first group. 

J. P. GREENHILL. 


Ruther, H.: Spontaneous Rupture of the Umbilical Artery Before the Onset of 
Labor, Arch. f. Gyniik. 168: 44, 1939. 


The author reports a rather unusual accident of late pregnancy. The patient 
was a young primipara who began to bleed rather vigorously several hours before 
the onset of labor. There were no local vaginal findings, no placenta previa, and no 
premature separation of the placenta to account for this loss of blood. After a 
twenty-one-hour labor the patient delivered a full-term dead fetus. Examination of 
the placenta revealed the cause of the vaginal bleeding and of the fetal death. 
Spontaneous rupture of the umbilical artery just above the placental insertion of 
the umbilical cord was found. Histologic examination of the cord and the artery 
showed a local area of necrosis apparently due to malnutrition. The author calls 
attention to the fact that this type of accident can, even though very rarely, be the 
cause of prenatal bleeding. 


RALPH A. REIs. 
























Society Transactions 


NEW YORK OBSTETRICAL SOCIETY 
MEETING OF NOVEMBER 14, 1939 

The following papers were presented: 

Plastic Reconstruction of the Urethra. Dr. Samuel H. Geist. 
article, see page 843.) 

A Study of Selected Cases of Morbidity on the Obstetrical Servical of Bellevue 
Hospital for the Year 1939. Dr. George L. Bowen (By invitation). 

Transcervical Cesarean Section With Bladder Mobilization and Peritoneal 
Exclusion. Dr. Erwin F. Smith (By invitation). 
763.) 


(For original 


(For original article, see page 


MEETING OF DECEMBER 12, 1939 

The following papers were presented: 

The Assay of Posterior Pituitary Extract (Pitocin) Upon the Pregnant Human 
Uterus With the Lorand Tocograph. Dr. Douglas P. Murphy (by invitation). 
(For original article, see page 808.) 

Some Endocrine Studies in Abnormalities of the Menstrual Cycle and in 
Sterility. Dr. J. S. L. Browne (by invitation). 





OBSTETRICAL SOCIETY OF PHILADELPHIA 
MEETING OF DECEMBER 7, 1939 

The following papers were presented: 

Curettage; Pregnancy Hydramnion. Dr. James S. Raudenbush. 

Spinelli Operation for Chronic Inversion of the Uterus. Dr. Gordon F. West. 
(For original article, see page 892.) 

The Advantages of the Vaginal Approach to Pelvic Pathology. 
Averett. (For original article, see page 776.) 

The Assay of Posterior Pituitary Extract (Pitocin) Upon the Pregnant Human 
Uterus With the Lorand Tocograph. Dr. Douglas P. Murphy. 
article, see page 808.) 


Dr. Leonard 


(For original 





CHICAGO GYNECOLOGICAL SOCIETY 


MEETING OF NOVEMBER 17, 1939 

The following papers were presented: 

Closure and Subsequent Care in Obstetric and Gynecologic Abdominal Wound 
Disruption. Drs. H. C. Hesseltine and George Bohlender (by invitation). 

Decidualike Changes in the Endometrium without Pregnancy. Drs. Richard W. 
TeLinde and Erle Henriksen (by invitation). 
733.) 

Ectopic Decidua in the Vermiform Appendix. Drs. Ralph A. Reis and Melvin 
B. Sinykin. (For original article, see page 870.) 


(For original article, see page 





BROOKLYN GYNECOLOGICAL SOCIETY 
MEETING OF DECEMBER 1, 1939 
The following paper was presented: 


Regional Ileitis as a Problem in Pelvic Diagnosis. Drs. Charles A. Gordon and 
Alex. H. Rosenthal. (For original article, see page 846.) 
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Department of Book Reviews 


CONDUCTED BY ROBERT T. FRANK, M.D., NEw YorkK 
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Review of New Books 


Gynecology 


Fluhmann’s monograph! is based on personal investigations of the pathology, 
diagnosis, and treatment of menstrual disorders. The author has a wide ex- 
perience, both in the laboratory and clinic, and throughout emphasizes the needs 
of the clinician. 

Every phase of the monthly cycle from both the normal and the abnormal 
aspects, are gone into with full evaluation of the investigative as well as the 
¢linieal literature. Fluhmann describes his own methods for detecting the gonado- 
tropic as well as the estrogenic hormones in the blood and urine, and the results he 
has obtained from these bioassays. The pathology, diagnosis, and treatment of 
pathologic menstrual phenomena are clearly set forth. The therapy of these 
conditions is as yet in such a state of flux that differences of opinion as to the 
etticacy of various remedies suggested are both natural and understandable. The 


illustrations are excellent. 
—R. T. Frank. 


Seitz, in his Wachstum, Geschlecht und Fortpflanzung,2 as always, shows originality 
in his viewpoint. This book, according to the author, has gradually developed from 
ideas which have crystallized and perhaps have lured him into producing a book 
before our knowledge really justifies such generalization. 

The main ideas involved deal with why the feminine sex has been so pre- 
ponderantly overburdened with cares of reproduction, as well as the peculiar growth 
phenomena in the female noted during pregnancy, after general body growth has 
ceased. Investigation directed to the morphologic changes touch merely upon the 
surface of the actual physicochemical alterations which are necessary in reproduc- 
tion. The author distinguishes sharply between somatic and gametie cells. The 
functions of the sex cells, according to him, have nothing to do with the host 
but solely with the reproductive function. He discusses the sexual hormonal 
system, and emphasizes the role of the biocatalyzers under which hormones and 
vitamins are included. He then attempts a synthesis of the accumulated evidence 
on the entire subject. While the organism is built up purposefully, mistakes have 
occurred. He then enters into innumerable details which do not permit of 
review. He contrasts sharply the specificity of the proteins and the very opposite 
for the hormones, although apparently omitting the protein composition of 
insulin and the gonadotropic hormones. Another sharp contrast is that the 
vitamins are obtained from plant food while the hormones are developed from 
body cells. 

Although this book, because of the present state of our knowledge, is neces- 
sarily sketchy in many spots, it contains a huge amount of information viewed 
from the most interesting and important aspect. 

—hk. T. Frank. 
1Menstrual Disorders, Pathology, Diagnosis and Treatment. By C. Frederic Fluh- 
mann, Associate Professor of Obstetrics and Gynecology, Stanford University, School 
of Medicine, San Francisco, ete. 119 illustrations, 329 pages. W.B. Saunders Company, 
Philadelphia, 1939. 
2Wachstum, Geschlecht und Fortpflanzung, als ganzheitliches, erbmaessig-hormonales 


Problem. Von Professor Dr. Ludwig Seitz. With 125, illustrations, including some in 
colors, 410 pages. Verlag von Julius Springer, Berlin, 1939. 
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From the antipodes, a student textbook has appeared on the subject of 
Gynaecology? from the pen of Herbert H. Sehlink of the University of Sydney. 
The author states that he has been influenced largely by a series of textbooks 
which have appeared in England, Germany, and the United States. The subjects 
have been so arranged that only thirteen chapters were found necessary, of 
which the last three include examination of the patient, operative gynecology, 
and postoperative complications. 

In the main, the English influence predominates, as seen by the emphasis 
placed on examination of virgins and nervous patients under anesthesia, the use 
of the Manchester operation for prolapse, ete. The standpoint in inflammatory 
diseases is conservative although the author mentions that particularly in work- 
ing women, in whom time for restoration to full function is essential, operative 
intervention should be preferred to palliative treatment. This book is adequate 
in every way for study by medical students. 

—R. T. Frank. 


Sterility and Impaired Fertilitys by four authors, with a foreword by Lord Horder, 
covers these subjects from every aspect. It presents the most recent view of our 
English colleagues. Apparently this is the first monograph on the subject published 
in England. 

The authors emphasize that the high percentage of childless marriages is not 
due to contraception. According to their view point, one year should suffice for con- 
ception and according to the authors, ‘‘. . . within certain limits, the chances of 
fecundation vary directly with the frequency of coitus.’’ Not every worker in the 
field will agree with these two viewpoints. In preparing this book, all sources have 
been liberally consulted. A very careful and well-illustrated analysis of sperma 
assay is presented. Operations for male sterility, without going into too great 
technical details, are presented. In the investigation of the female, the Rubin in- 
suffation test as well as the lipiodol and hysterosalpingography are accorded equal 
importance. Such diverse phases as hormone assay, ‘‘hormone therapy,’’ opera- 
tions for re-opening the tubes are taken up. 

So much ground is covered in this volume that little more than an epitome 
of the subject could be presented. It is well written, well illustrated, well 
authenticated, and informative. 

—R. T. Frank. 


This book, Die Kreuzschmerzen der Fraus by Martius, discusses the significance 
and treatment of the various back pains to which women are subject. It is in- 
teresting to note that in a series of 200 women he interviewed, Martius states that 
somewhat less than one-third voluntarily complained of various baekaches, more 
than one-third acknowledged such symptoms when questioned, and exactly one-third 
declared themselves free from such conditions. 

Martius considers the various etiologic factors in the production of the back 
pains from the standpoint of the pelvie organs, displacements, endometriosis, 
infections, and tumors. He brings out the relationship of these diseases to back 
pains. He then proceeds to the consideration of the posture and physical con- 
stitutions of the women who complain of such conditions, developing his thesis 
from the orthopedic standpoint. He brings out in this section the various diseases 
of the spinal column, and spinal and pelvic joints, stressing the importance of 
properly performed roentgen ray examinations. He regards the architecture of 

3Gynaecology. By Herbert H. Schlink, Lecturer and Examiner in Gynaecology, Uni- 
versity of Sydney, ete. 179 illustrations, 557 pages. Angus and Robertson Limited, 
Sydney, 1939. 

*Sterility and Impaired Fertility. By Cedric Lane-Roberts, Gynecological Surgeon, 
Royal Northern Hospital, Albert Sharman, Assistant Surgeon, Royal Samaritan Hospital 
in Glasgow, Kenneth Walker, Surgeon to Genito-Urinary Department, Royal Northern 
Hospital, and B. P. Wiesner, Consulting Biologist. Royal Northern Hospital. Illustrated, 
419 pages. Paul B. Hoeber, Inc., New York, 1939. 

5Die Kreuzschmerzen der Frau. Thre Deutung und Behandlung, Gynaekologische 
Orthopaedie. Von Professor Dr. Heinrich Martius, Direktor der Universitaets-Frauen- 
klinik in Goettingen. With 64 illustrations and 179 pages. Verlag von Georg Thieme, 
Leipzig, 1939. 
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the woman’s body significantly different from that of the male on account of her 
part in the propagation of the species, and feels that in general, backaches are 
largely an orthostatic symptom or complex. This is a very thorough consideration 
of a frequent complaint and finding in women, and should be of interest not 
only to gynecologists but to orthopedists as well. 


—Philip F. Williams. 


This small book, Cancer of the Breast and Cancer of the Uterus,6 is a recapitula- 
tion of the author’s personal observations on cancer supplemented by abstracts 
and illustrations from many articles which have appeared in various medical 
journals, together with the voiced opinions of a great many radiologists and sur- 
geons whom she has consulted with reference to problems of her practice. She 
offers the volume as a method by which the general practitioner can become 
familiar with the appearances and symptoms of cancer of the breast and cancer of 
the uterus, which may be encountered in daily work. There is a very short discussion 
of the use of radium in cancer of the uterus. 

—Philip F, Williams. 


Sommer, from the Leipzig Woman’s Clinic, presents this textbook, Die Gonorrhoe 
der Frau,’ for the practicing physician. He discusses the social significance of 
gonorrhea, its relationship to reproduction, the functional changes which it causes 
in the pelvic organs, and the various modes of therapy. The subject matter of the 
text is arranged in a conventional manner, bringing out the etiology, bacteriology, 
and general pathology of this infection. He discusses the various infections, means 
of diagnosis, and treatment. He holds the complement fixation test of little value 
and bases the diagnosis on clinical examination supplemented by smears, and in 
chronic cases provocation appearances. He is conservative in suggesting operative 
therapy of gonorrhea in the upper pelvic organs, and discusses the limitations of 
roentgen therapy. Influence of gonococeal infections on reproduction, and their 
part in the morbidity of pregnancy, parturition, and the puerperium are thoroughly 
described. After an excellent chapter on gonorrhea of the newborn and the infant, 
he deals with the remote complications of this infection. In conelusion, he lays great 
stress on the public health aspects and the prophylaxis of this infection in its relation 
to the general social welfare of the community. 

-Philip F. Williams. 


Obstetrics 


The separate handbooks on maternal care and maternal care complications, which 
have been previously reviewed in this JOURNAL, form the present conjoint volume 
issued by the American Committee on Maternal Welfare.8 This volume deserves a 
widespread circulation among general practitioners, hospital interns, and public 
health nurses on account of the direct and concise approach to the problems 
presented. 

—Philip F. Williams. 


This Textbook of Obstetrics,» by Dr. Reed and Miss Cooley, is an excellent 
presentation on the subject of obstetrics for the nurse. The authors have given the 
essential principles of obstetrics as regards anatomy, physiology, and pathology in 
the manner of the usual major textbooks. They have written into the text sugges- 
tions for the nursing care of various normal and abnormal conditions and processes 


6Cancer of the Breast and Cancer of the Uterus. By Marian Ellsworth Anderson, 
M.D., Clinton, Ohio. Franklin Press, Clinton, Ohio, 1939. 

TDie Gonorrhoe der Frau. Von Dr. Karlheinz Sommer, Marinestabsarzt, Univer- 
sitaets Frauenklinik in Leipzig. With 47 illustrations and 185 pages. Verlag von 
Georg Thieme, Leipzig, 1939. 

Maternal Care and Some Complications, Edited by Dr. F. L. Adair, approved by 
American Committee on Maternal Welfare, Inc. University of Chicago Press, Chicago, 
1939, 194 pages. 

9A Textbook of Obstetrics, with special reference to nursing care, 3y Charles B. 
Reed, Associate Professor of Obstetrics, Northwestern University Medical School, etc., 
and Bess I. Cooley, R.N., Supervisor and Instructor, Department of Obstetrics, Wesley 
Memorial Hospital, Chicago. With 209 illustrations, 476 pages. The C. V. Mosby 
Company, St. Louis, 1939. 
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in order that the nurse may realize her place, duty and responsibility throughout 

pregnancy, labor, and the puerperium. There are excellent chapters on the new- 
5 % » . . 

born child and its nursing care. The manner of presentation and the subject matter 

should make this book of especial value to the nurse who expects to make maternity 


practice a large part of her work. 
—Philip F. Williams. 


Herbert Albers offers an exhaustive discussion of the Normal and Pathologic 
Physiology of the Water Metabolism of Pregnant Women.1° The material is ar- 
ranged in the following order: The Importance of Water for Organic Life; Blood 
and Plasma Volume During Pregnancy and Their Relations to Pregnancy Edema; 
Venous Pressure During Normal Pregnancy, in Pregnaney Toxicoses and During 
Labor; Dependence of Colloid-Osmotic Pressure Upon the Serum Protein Situation 
in Normal and Toxie Pregnancy and During the Puerperium. Answers are given 
to three questions: Is the vascular system more permeable for fluids and plasma 
during pregnancy? (Yes); Based on the facts given in preceding sections of 
the monograph, can the water metabolism of normal and edematous gestational 
periods be explained? (Yes); What is the practical significance of these findings? 
(Vascular permeability is increased in about 90 per cent of all pregnancies, but 
this cannot be changed therapeutically because neither oral nor intravenous ad- 
ministration of calcium ever raises the calcium contents of the blood during 
pregnancy. We cannot alter the reduced water binding ability of albumin 
especially in marked instances of edema. It is possible to reduce the essentially 
increased venous pressure, particularly during labor.) 

By means of extended experimental investigations, the author has revealed 
many new and valuable facts in regard to the water metabolism during pregnancy, 
both under physiologic and pathologic conditions. Tables, diagrams, a complete 
bibliography, and an index greatly enhance the value and usefulness of this 
monograph. 

—Hugo Ehrenfest. 


Having previously presented a thorough discussion of vitamins A and C, Gaethgens 
in this new monograph deals exhaustively with the Significance of Aneurin (Vitamin 
B,) in Pregnancy and the Puerperium.11 On the basis of findings recorded in liter- 
ature but particularly as a result of his own extensive studies, the author arrives 
at various conclusions of which we shall quote but one: Pregnaney and puerperium 
do not increase the daily requirements for vitamin B, intake. If resorption from the 
gastrointestinal canal is normal, there is for normal pregnant women no need for 
changes in diet or for administration of vitamin B,. 

—Hugo Ehrenfest. 


Dr. Palmer Findley in his Priests of Lucinat2 presents in his usual delightful 
style, a panorama of obstetrics from times immemorial to the present era. Stand- 
ing out against the background of medicine through ancient, medieval, and 
modern times, he has outlined for us the ebb and flow of the superstitution and 
mysticism of obstetrics gradually growing clearer through writings of the Greeks 
and Romans, the authors of the Middle Ages and culminating in the Modern 
Era of hospitals, aseptic delivery and present humanities of obstetrics. The 
outstanding figures of obstetrics have been well chosen for individual biographie 
reference, and all the names signalize the development of some forward step in 
practice. Of especial interest, are the five chapters on the special phases of ob- 
stetrics where again the influence of one individual or another has stood out 
strongly, connecting his name forever with some particular aspect of our 

Normale und Pathologische Physiologie im Wasserhaushalt der Schwangeren, Von 


Herbert Albers in Leipzig. With 25 illustrations and 119 pages. Georg Thieme, Leip- 
zig, 1939. 

UPer Aneurin (Vitamin B:) Haushalt in der Schwangerschaft und im Wochenbett. 
Von Dr. Gerhard Gaethgens, Leipzig. With 7 illustrations and 76 pages. Verlag von 
Georg Thieme, Leipzig, 1939. 

“Priests of Lucina, The Story of Obstetrics. By Palmer Findley, M.D. Illustrated, 
421 pages. Little, Brown & Company, Boston, 1939. 
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specialty. There is an admirable collection of source material for the student of 

obstetrie history who may wish to work further in this always interesting field. 

Dr. Findley is to be congratulated on his contributions to the history of obstetries, 
—Philip F. Williams. 


Kehrer presents a clear and concise survey of all available information on the 
complex and important problem of Intracranial Hemorrhages of the Newborn13 
Though not offering any particularly new findings, this small monograph, sys- 
tematically arranged, excellently illus:».ted and well written, will be welcomed 
by obstetricians and practitioners. The author discusses authoritatively all the 
various aspects of these injuries, their frequency, anatomic characteristics, 
etiologic factors especially those of a mechanical nature, clinical diagnosis, treat- 
ment, prophylaxis and their immediate and remote prognoses. The volume closes 
with an extensive and useful bibliographie list. 

In regard to the prevention of intracranial birth injuries Kehrer refers to 
the obvious contradictions in expressed views, some writers advocating wider 
use of the forceps, others denouncing its prevalent misuse, while others again favor 
cesarean sections. Realizing the danger in exaggerated conservatism as well as in 
ready resort to operative interference, the author attempts to tabulate directions 
toward ‘‘possible’’ prevention of such damages. However, in the last analysis, 
prevention in the individual ease depends chiefly on the good judgment and skill 
of the attending physician—not on strict observance of definite rules. 

—Hugo Ehrenfest. 


° 


This pamphlet, Baptism of the Infant and Fetus14 discusses for the physician, 
the teachings of the Roman Catholic Church in relation to the baptism of the 
infant and the fetus. Specifically, it describes what should be done by the 
physician or nurse in the case of impending fetal death during or after delivery 
where the parents are of the Roman Catholie faith. The subject of post-mortem 
cesarean section is also discussed. As many physicians and nurses in general 
hospitals are unaware of the religious rites enumerated here, it would seem ad- 
visable for a copy of this small pamphlet to be available in or about the delivery 
room suite of all hospitals. 

—Philip F. Williams. 


Endocrinology 


Goldzieher’s The Endocrine Glands,)> in some respects, is an important contribu- 
tion to the subject. This volume of 916 pages in rather small print contains a 
huge amount of material which is quite impossible to review in detail. It is based 
on a large personal experience and is’ basically sound on the anatomy 
and physiology of the subject. The description of the syndromes likewise is ex- 
cellent. Each individual subject is concluded with a well-seleeted bibliography. 
It is to be regretted that no authors’ index is appended, as the many references 
are difficult to find because of their scattering and wide distribution. The 27] 
illustrations are selected with care and judgment, showing unusual and rare con- 
ditions. 

The author is extremely optimistic as to the effects of therapy. He ‘‘has ob- 
tained uniformly good results with anterior lobe extract made by ...Co.’’ He 
states that ‘‘Oral administration of pituitary substance is frowned upon by the 
spokesmen of ‘organized medicine,’ but the reason why their verdict does not 
seem acceptable, has been discussed before.’’ His extreme faith in therapeutic 

BDie Intrakraniellen Blutungen bei Neugeborenen. Von Professor Dr. Erwin 
Kehrer. Direktor der Universitaets-Frauenklinik in Marburg. With 20 illustrations 
including 2 colored illustrations and 1 table, 79 pages. Verlag von Ferdinand Enke, 
Stuttgart, 1939. 

4Baptism of the Infant and the Fetus. An Outline for the Use of Doctors and 
Nurses. The Fourth Edition by the Rev. J. R. Bowen, Chaplain, St. Joseph Mercy 
Hospital, Dubuque, Iowa. The M. J. Knippel Co., Dubuque, Iowa. 

bPhe Endocrine Glands. By Max A. Goldzieher, Endocrinologist, Governeur Hos- 
pital and Brooklyn Women’s Hospital, New York, ete. Illustrated with 271 figures, 916 
pages. D. Appleton-Century Company, New York, 1939. 
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procedures is shown, for example, by the fact that he classifies the Laurence- 
Moon-Biedl syndrome as of pituitary origin ‘‘partly because of the improvement 
repeatedly obtained by pituitary therapy.’’ 

This book should prove of real value to obtain an insight into the origin, causes 
as well as description of the endocrine diseases, if the reader will interpret the 
therapy with sufticient eclectic discrimination. 


—R. T. Frank. 


Within a period of less than three years, a second edition of William Wolf’s 
Endocrinology in Modern Practices has appeared. Evidently this book has filled a 
definite want. The second edition, only fifty-eight pages longer than the previous 
one, has undergone extensive revision and appears to contain the advances up to 
about January, 1939. This must have been a difficult task, considering the rapid 
changes occurring in this popular subject. 

To the revised edition have been added such newer acquirements as the dis- 
covery and the use of protamine zine insulin; endometrial suction biopsies (which 
are well illustrated) but to which, in my opinion, too much importance is ac- 
corded; and a description of vitamins from A to K. 

The previous form of the book has been preserved, the illustrations are ex- 
cellent, well reproduced and well chosen. For the practitioner of experience, this 
book should prove interesting and instructive reading. 


—R. T. Frank. 


The Endocrine Secretions of the Ovary? by Carlos Colmeiro Laforet is the first 
Spanish book received since the end of the Civil War and is a welcome sign that 
Spain is returning toward normaley. This monograph is a summary of the world 
literature, dealing with the subject and covering it with a fair degree of adequacy. 

Throughout it is definitely colored by the author’s opinions but contains no 
investigative contributions. It should prove useful to bring before the Spanish 
profession this important subject. Numerous inaccuracies, particularly in the 
names and references, are evident, which, however, do not seriously detract from 
the value of the monograph. 

—R. T. Frank. 
Miscellaneous 


Congenital Malformations,18 by Douglas P. Murphy, is a study concerning the 
relative frequency of congenital defects in families already possessing one mal- 
formed member. The author discusses the method by which his material was ob- 
tained, and the questionnaire used. He shows the relative frequency of mal- 
formations in his study in Pennsylvania, and presents a discussion of the repro- 
ductive characteristics of the parents of defective children. 

Dr. Murphy notes that malformations afflict white and negro in the ratio of 57 
to 32. He has observed that the birth of a malformed child is usually preceded 
by a period of relative sterility, and that the malformed offspring is born pre- 
maturely more than four times as frequently as normally developed brothers and 
sisters. He found that approximately 40 per cent of the mothers of malformed 
children had diets insufficient in minerals and in vitamins. There was an un- 
usual incidence of placenta previa, and some symptom of toxemia was present 
in almost one-third of the cases. 

Murphy states that perhaps the single most convincing piece of evidence in 
favor of heredity is the frequent presence of defects in brothers and sisters, 
and that his data point to disturbances in the germ cell prior to fertilization as 
the factors responsible for maldevelopment. 

—Philip F. Williams. 

Endocrinology in Modern Practice. By William Wolf, Endocrinologist to the 
French Hospital, ete. Second edition, completely revised. 176 illustrations, 1077 
pages. W. B. Saunders Company, Philadelphia, 1939. 

MLas Inereciones del Ovario. Par Carlos Colmeiro Laforet, La Coruna. Liberia 
“Gali.’’ Santiago de Compostela, Spain, 1939. 

BCongenital Malformations. A Study of Parental Characteristics. With Special 


Reference to the Reproductive Process. By Douglas P. Murphy, M.D., F.A.C.S. With 
o) tables, 7 graphs and 1 photograph. 
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In this monograph concerning The Prevention of Hereditable Psychiatric 
tendencies, Zurukzoglu!® discusses the eugenie problems concerned, with par- 
ticular reference to the recent laws regarding sterilization and castration in the 
Reich. He has ealled to his assistance quite a number of contributors who have 
developed various sections, such as the relationship of gynecology, technique of 
sterilization and eastration, and a number of particular mental or nervous dis- 
eases which come under this general subject. 

Wolf discusses particularly the psychiatric indications for castration, and 
Zurukzoglu concludes the text by bringing together the conclusions of the 
various contributors as well as a summarization of the practice of sterilization, 
not only in Germany but in the Seandinavian countries and other countries of Europe 
and abroad. It is interesting to note that as far back as the German Surgical Con- 
gress in 1935, 12,000 sterilizations for psvehiatric reasons were reported, of which 42 
per cent were done in feeble-minded people, 25 per cent in schizophrenics, and 13 
per cent in epileptics. This very thorough consideration of hereditable tendencies 
should be of extreme interest to psychiatrists, or practitioners interested in 
prophylactic sterilization and castration. 

Philip F. Williams. 


The authors have presented in this volume, The Clinical and Experimental Use of 
Sulfanilamide, Sulfapyridine and Ailied Compounds,2° a summary of existing 
knowledge coneerning the effect of such agents in the control of bacterial in- 
fection. As they state, the clinical application has far outstripped the knowledge 
of the fundamental mechanism of action of these new drugs. In the s' ort six 
years since prontosil was first used, a truly enormous amount of literature on 
bacterial chemotherapy has been produced. For this reason a summarization 
of the subject is especially welcome. 

The first chapter takes up the history of the therapeutic application of these 
compounds. Prontosil was evidently first used in July, 1935, in a case of menin- 
gitis. The second chapter discusses the chemotherapy of the bacterial infections. 
The authors discuss streptococcal staphylococeal, pneumococeal, meningococeal, 
gonococeal, and typhoid and paratyphoid infections and a number of others in 
which little evidence has been found to suggest that this type of drug had any 
value in combatting an experimentally produced infection. Prophylactic use of 
such compounds in experimental infections is also discussed. The study of the 
toxie effects, pharmacologic standards, and the test that determines sulfanilamide 
or its derivatives in the body fluids comprises the third chapter. In a succeeding 
chapter the mode of action of such compounds is discussed at length. The authors 
state that so far one must be content with the simple conception that they inhibit 
growth of micro-organisms in the body and in the test tube. The mode of action 
of sulfur benzene derivatives remains inadequately explained. 

In the four final chapters of the book, the authors critically review and survey 
the clinical use of sulfanilamide, sulfapyridine, and prontosil in a definite effort to 
evaluate their clinical applications in specific human pathologie processes. There 
is an excellent recapitulation of the use of sulfapyridine in lobar pneumonia. 
Colebrook’s work on puerperal sepsis at Queen Charlotte’s Hospital is commented 
on at length. Of special value is the chapter on Clinical Toxic Manifestations 
following the use of these compounds. Cyanosis, acidosis, temperature, dermatitis, 
and nervous disorders, as well as other complications, have been discussed, and 
the effects on the hematopoietic system are reviewed. The documentation is 
voluminous, and confirms the impression as one reads the book, that no important 
contribution on this subject has been overlooked. 

2Verhiitung Erbkranken Nachwuchses. Fine kritische Betrachtung und Wiirdigung. 
Herausgegeben von Dr. St. Zurukzoglu. Privatdozent fiir Hygiene und Bakteriologie 
an der Universitit Bern Basel 1928, Benno Schwabe & Co., Verlag. 

»The Clinical and Experimental Use of Sulfanilamide, Sulfapyridine, and Allied 
Compounds. By Perrin H. Long, M.D., Associate Professor of Medicine, School of 


Medicine, Johns Hopkins University, etc., and Eleanor A. Bliss, Se.D., Fellow in Medi- 
cine, Johns Hopkins University. 319 pages. The MacMillan Company, New York, 1939. 
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This is a timely volume, dealing with an epoch-making type of therapy and 
should be of special value to all concerned in the practice of obstetrics and 


gynecology. 
—Philip F. Williams. 


The second edition of The Diseases of the Genital Organs of Domestic Animals?) 
by W. L. Williams appears eighteen years after the first. It has been entirely 
recast and likewise shortened in text and number of illustrations. The author 
states that formerly great animal plagues occupied the attention of the veterinary 
profession, plagues such as rinderpest, foot-and-mouth disease, contagious pleuro- 
pneumonia, and anthrax of cattle. These are being brought under control, but 
now grave threats to physiologic reproduction are appearing. Among these the 
Bacillus abortus is one of the gravest. While tuberculosis has been reduced by 
one-half, abortion disease has doubled. 

The medical man, particularly the gynecologist and obstetrician, will find this 
volume fascinating, because reproduction is controllable and supervised in do- 
mestic animals and the effect of cross and inbreeding is therefore analyzable. 
In other words, developmental defects can be traced as the result of determinable 
factors, conditions analogous to those found in the human being but unanalyzable 
in the human race. It is to be hoped that veterinarians will try some of the 
newer chemicals, such as sulfanilamide and sulfapyridine in the treatment of 
abortal infection, which has played such tremendous havoe in the herds of the 
United States. 

—R. T. Frank. 


Henry Pratt Fairchild, in his book, People. The Quantity and Quality of Popula- 
tion,22 has put into most readable form, information usually accessible only to 
specialists along certain lines. The subject is of vital importance for all think- 
ing individuals. In 1800, the population of the world consisted of nine hundred 
million, in 1933 of two thousand million; yet the United States and Western 
Europe are barely holding their own in population. Theoretically the ultimate 
potential capacity to increase, and this includes both plant and animal life, is 
governed by the egg-producing capacity of the females. ‘‘. every species in 
Nature, plant or animal, high or low, is equipped with a capacity to multiply 
sufficient to enable it to overcrowd the earth in a very short time if there were 
nothing to stop it.’’ On the other hand, in this finite globe, standing room is 
essential and food is strictly limited. In addition, the habitat and range of a 
given species produce further limitations. There is also a Law of Stationary 
Population. ‘‘Every old species in Nature increases in number up to the sup- 
porting power of its habitat, in consideration of other species struggling for 
existence in the same habitat.’’ Nature consequently has had to strike a balance. 
In nature, except in the higher types, the infant mortality falls just short of 
totality by a mere fraction of a single percentage. Even among the human 
beings, if every couple produced fifteen children, all of whom lived and became 
parents in turn, the increase would be at the rate of doubling the entire human 
population in about every ten years. 

He takes up such interesting anthropologic questions as the dispersion of man 
from the central Asiatic plateau. ‘‘The equipment of the human species for 
numerical increase, as regards biologie capacity, innate urge, and the require- 
ments of food and standing room, is in all significant particulars similar to that 
of the lower organisms.’’ 

The author’s conclusion appears to be that birth rate is becoming volitional 
instead of biologic. This is a worthwhile contribution written so as to appeal both 
to the professions and to the laity. 


—R. T. Frank. 


1The Diseases of the Genital Organs of Domestic Animals. By W. L. Williams, 
Professor Emeritus, Cornell University. Second Edition. 196 illustrations, 617 pages. 
W. L. Williams, Ithaca, N. Y., 1939. 

“People. The Quantity and Quality of Population. By Henry Pratt Fairchild. 
Illustrated with photographs and graphic diagrams. 315 pages. Henry Holt and Co., 
New York, 1939. 
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In the volume under Population, Race and Eugenics,2® Dr. Siegel discusses what 
may improve positive eugenics or impair negative eugenics for future racial 
qualities in a physical or mental sense. On the one hand, eugenics must concern 
itself with disease and on the other hand with the relationship of infertility 
or edueation and successes. The author discusses the facts upon which positive and 
negative eugenics depend. He points out serious defects in all trends of repro- 
duction and as an example reminds us of the 50 per cent of educated women who 
do not marry. Comparison of fertility is discussed in view of birth control, late 
marriage, and economic status. To remedy the condition to which he calls atten- 
tion, he discusses housing conditions, economic systems, extension of birth control 
in rural and industrial districts and the change of attitude toward marriage. 
The author devotes an interesting chapter to racial theories in relation to eu- 
genics, portraying the known and assumed effect of various racial crossings. 

The first half of the book ends with a chapter on Rational Marriage, and how 
it may be effective. The second half of the book is devoted to restrictive 
eugenics, mental disorders, feeble-mindedness and epilepsy and a discussion of 
the main restrictive measure, such as education, restrictive marriage laws, segre- 
gation, and sterilization. In regard to sterilization he states that the Compulsory 
Sterilization of 1933 in Germany was followed by well over 50,000 sterilizations 
in the first vear. The author states that in California, only four known preg- 
nancies followed sterilization and that there were three known failures of vasee- 
tomy in California. Among the other general conclusions, he states that a 
physician who in his prenatal practice has neglected to take a blood test of a 
mother who suffers from syphilis, and a child born with congenital syphilis, 
should be held liable for malpractice. 

—Philip F. Williams. 


After a lapse of twenty-seven years the story of Dr. Beaumont and Alexis 
St. Martin, Life and Letters of Dr. William Beaumont24 by Dr. Myer, has re- 
appeared in a new print. Sir William Osler’s introduction to the first edition 
has been supplemented by the appearance of ‘‘A Present Day Appreciation of 
Beaumont’s Experiments on Alexis St. Martin’’ by Professor Ivy of Northwestern 
University Medical School. In this interesting foreword Dr. Ivy _ presents 
Beaumont’s experiments and conclusions in the light of modern knowledge of 
gastric physiology and pathology. Beaumont was signally honored by the Inter- 
national Congress of Physiologists in 1929. The first five chapters of the book 
narrate Dr. Beaumont’s genealogy, and the story of his early life, his education, 
and his entrance into the army medical service. 

The accident to Alexis St. Martin happened in the village of Mackinac, 
June 6, 1822, and Beaumont was his attending surgeon. From this point on the 
intimate details of Beaumont’s investigations and experiments are spread out 
in the text. One wonders at the man’s pertinacity and perseverance in struggling 
with so difficult and unstable a subject. Running through the story of these 
years, Myer has brought out Beaumont’s relationship to army polities, his per- 
sonal correspondence with physiologists and other physicians of the United States 
and abroad, his conclusions dealing with the various experiments, and the deser- 
tion of Alexis. Beaumont’s difficulties with the publication of his experiments 
on gastric juice and physiology of digestion are described. Beaumont’s resignation 
from the army and retirement to private practice in St. Louis, the running story 
of the changes in his life and attempts on his part to regain his subject are in- 
terestingly told. 

The publishers have added an appendix regarding the later years of Alexis 
St. Martin who died June 24, 1880, in his late eighties, and of the successful 
efforts of his family to prevent a post-mortem examination. Four previously 

3Population, Race and Eugenics. By Morris Siegel, M.D. 206 pages. Published 
by the author, 546 Barton St., East Hamilton, Ontario, 1939. 

*4QLife and Letters of Dr. William Beaumont. By Jesse S. Myer, M.D.. Late <As- 


sociate in Medicine in Washington University, St. Louis. With an introduction by Sir 
William Osler. The C. V. Mosby Company, St. Louis, 1939. 
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unprinted letters of Alexis St. Martin are ineluded, as well as abstracts of gastric 
fistula cases prior to that of St. Martin. A summary of the literature con- 
sulted concludes the text. 

Dr. Myer’s work in presenting this tribute of enduring value to Dr. Beaumont 
is almost as much a model of patient, persevering research as was that of the 
subject of his story. 

—Philip F. Williams. 


What It Means to Be a Doctor2> is an intriguing little book which portrays, 
through the life of a fictitious Dr. James, why some 500 physicians chose the 
profession of medicine, at what age they determined to practice medicine, their 
reactions as to quality of mind and other requisites for the profession, whether 
or not they would want the profession carried on by their sons. The account of 
this self-analysis which was freely given by those who received the questionnaire 
makes an extremely interesting chapter on the ‘Psychology of the Physician.’’ 
Through the life of Dr. James, the author discusses many of the problems of 
education and practice which confront the medical student, younger physician, 
and the older man of the profession today. He relates the problems of intern- 
ship and preparation for specialization. He discusses very sensibly the shadow 
of state medicine, what the future holds for the men who are in medicine, what 
it holds for those in medical schools today, and a philosophic discussion on medi- 
cine closes the book. 


—Philip F. Williams. 


The bulk of the material presented in this manual, Cancer Handbook,26 was as- 
sembled for postgraduate instruction at the Stanford University School of Medi- 
cine, and was originally published as a syllabus on the diagnosis and treatment 
of malignant tumors. That form has been preserved in order to present briefly 
the essential data for clinical management of cancer patients. Following a chap- 
ter on the general principles of cancer problems, the book proceeds through the 
elements of radiation therapy to regional carcinoma, it is profusely illustrated, 
and the text succinetly correlates the lesions illustrated. Rarer types of malig- 
nancy have been omitted. Of particular interest to the readers of this JOURNAL, 
will be the chapter on gynecologic cancer, some fourteen pages, which briefly 
reviews the clinical aspects and treatment of pelvic malignancy. 

An excellent bibliography ends the book which should certainly be of unusual 
value to the average practicing physician. 


—Philip F. Williams. 


Vertesi has become interested in the relationship between personal and physical 
characteristics, as expressed in handwriting, and malignaney. In this book, 
Handschrift und Eigenart der Krebsgefihrdeten,2* he describes his theory that a 
cancerous predisposition may exist for years before the actual malignant condition 
has advanced to produce the usual subjective and objective phenomena, and that 
this predisposition may be recognized by the character of the handwriting. 

He has collected a large number of specimens written before and after the ad- 
vent of various malignant lesions, and uses them as illustrations of his theory. 
He asks that similar material for study from other countries be sent to him at 
Budapest. 

—Philip F. Williams. 


“What It Means to Be a Doctor. By Dwight Anderson. Public Relations Bureau, 
Medical Society of the State of New York. New York, 1939. 

**Cancer Handbook of the Tumor Clinic, Stanford University School of Medicine. 
Edited by Eric Liljencrantz, Chief of Tumor Clinic, etc. 50 illustrations, 114 pages. 
Stanford University Press, California, 1939. 

“Handschrift und Eigenart der Krebsgefaehrdeten. Ein Beitrag zur Dispositions- 
forschung. Illustrated, 297 pages. Verlag von Brueder Tisza, Budapest, Hungary. 
T. H. McKenna Ine., S78 Lexington Avenue, New York, N. Y. 
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Under ordinary circumstances the obstetrician might be considered to have 
little use for a text on psychiatry or psychology. On the other hand as Dr, 
Ebaugh states in his preface to 4 Handbook of Elementary Psychobiology and 
-sychiatry,28 psychiatry is to be accepted more and more as a basic factor in the 
practice of medicine. As one reviews the psychologic reactions connected with 
the pregnant state and reviews the minor psychiatric reactions of many of his 
patients characterized by anxiety states, disorders of anticipation or even minor 
neuroses, one appreciates to what extent working knowledge of this subject is 
essential in the practice of obstetrics; while to those engaged in gynecology, the 
constitutional and psychic reactions of the menopause are often difficult problems, 

This small handbook concisely discusses these and other problems which may 
face the physician in obstetric or gynecologic practice. 

—Philip F. Williams. 


This monograph, Die Allgemeinbetiubung Nach Ihrem Heutigen Stand,?9 by Gold- 
hahn, is one of a series of twenty-one pamphlets on the practical aspects of surgery 
and edited by Von Seemen. 

This is an excellent discussion of the various methods of producing general 
anesthesia. The author takes up the administration, physiology, and course of 
anesthesia. He then describes the changes which occur in the respiratory and 
circulatory systems and the effects upon the general metabolism, liver, kidney, 
circulatory and respiratory systems; with such treatment as may be necessitated, 
if the effects of the anesthetic agents rise to dangerous degrees. 

In the second part of the monograph are discussions of the individual agents 
used in inhalation anesthesia, gas anesthesia, and sleep-producing drugs used either 
rectally or by intravenous route. Following this he discusses the various com- 
binations which may be used, and the selection of anesthesia in systemic diseases. 
He presents statistics relating to the various agents, and also discusses the 
organization of an anethesia department and the necessary apparatus. 

There is a short discussion of anesthesia under actual conflict conditions in 


the war areas. 
—Philip F. Williams. 


In this volume, Syphilis and Its Accomplices in Mischief ,?° Dr. Katsainos discusses 
his ideas regarding the incurability of syphilis. In the preface of the book, 
which, by the way, is privately printed at Athens, Greece, the author devotes some 
eight pages to a beautifully written philosophic concept of man’s various in- 
firmities, including his sexual life and its relation to the spread of syphilis. The 
introduction to the book discusses the history of syphilis and the part which the 
state, physician, and society should play in restraining the ravages of the disease. 
Then follows a presentation of the clinical aspects of syphilis and the various 
drugs used in its treatment. 

Again Dr. Katsainos returns to his thesis of the incurability of syphilis in a 
discussion of the failures of various remedies to effect a biologic, serologic or 
symptomatic cure. Following this there is a long discussion of the Wassermann 
reaction which he describes as ‘‘simply a symptom of lues.’’ He closes the volume 
with a diatribe against those publishers and libraries which refused to publish 
or accept this book. 

—Philip F. Williams. 





2A Handbook of Elementary Psychobiology and Psychiatry. 3y Edward G. Bil- 
lings, M.D., Assistant Professor of Psychiatry, University of Colorado School of Medi- 
cine, etc. The Macmillan Company, New York, 1939. 

2Die Allgemeinbetaeubung Nach Ihrem Heutigen Stand. Dr. Richard Goldhahn, 
Chefarzt des Kreiskrankenhauses Liegnitz. With 10 illustrations and 79 pages. Verlag 
von Ferdinand Enke, Stuttgart, 1939. 

®Syphilis, and Its Accomplices in Mischief: Society, State and Physician. By 
George M. Katsainos. Privately printed at Athens, Greece, 1939. 
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Endocrinology 
May, Etienne, and Mozziconacci, P.: Moon Faces, Ann. d’endocrinol. 1: 28, 1939. 


There is a ‘‘moon-faced’’ group of women who are morphologically peculiar 
in certain congenital characteristics which persist during those individuals’ 
development. This group often exhibit diverse anomalies of body morphology, 
of metabolism, of the endocrine apparatus and neurovegetative system, and even 
of psyche. 

Individuals of this group are short. There is a more or less accentuated obesity, 
usually exceeding 75 kg., which is segmentary in distribution, being localized to 
thighs, hips, buttocks, shoulders, and upper arms. The feet and hands are of 
normal or small dimensions. 

This group of women present sufficient functional disorders to warrant placing 
them in a pathologie category. The menstrual periods are more or less abnormal, 
usually scanty or oligomenorrheic. Their menarche is late. The premenstrual 
periods are attended with dysmenorrhea. Vasomotor disturbances are frequent 
and are characterized by coldness of extremities, lividness of lower limbs, ocher 
pigmentation and a supramalleolar cyanosis. There may be an acrocyanosis of 
the hands and frequently there is an infiltrated red plaque with a certain degree 
of hairy keratosis on the posterior surface of the arms. 

These patients have an excessive vascular fragility and are disposed to edema, 
fatigue, or even an orthostatic purpura, although the blood findings are normal. 
These circulatory disorders are not congenital but develop in the prepubertal 
period. 

The secondary sexual characteristics are nearly always normal although the 
breasts in most cases show excessive development. The eyebrows are generally 
heavy. The hair is finer and more oily. Occasionally one sees a discrete upper 
lip hirsutism. 

The group evidences a general hypotonia, the face animates slowly; the 
muscles are small with mediocre strength and fatigue quickly. There is a laxity 
of the ligaments. The blood pressure is normal and this group is not particularly 
disposed to hypertension. The basal metabolic rate is variable although, in 
general, it swings close to the normal. The lower jaw is practically always of the 
receding type. The blood chemistry is normal except for elevation of the serum 
globulin ratio. 

These patients are vivacious and active in spite of their obesity. They tolerate 
thyroid medication poorly. Under their placid exteriors exists a force of hyper- 
excitability. They are sensitive, imaginative dreamers, keeping much to them- 
selves, exhibiting an ‘‘infant’’ side in their characters. They find it difficult 
to adapt themselves to reality. Because of their body characteristics they do 
not appeal to men, hence show a certain unsociability with an introspective 
inferiority complex. 

The authors conclude that this ‘‘moon-face’’ group of women apparently are 
products of a glandular and neurovegetative dystrophy. The glandular maladjust- 
ment appears to be of an hypophyseal nature, whereas the vagosympathetic factor 
is difficult to classify. It may have an autonomous existence or it may depend 
equally upon an injured hypophysis. The authors discuss possible intrauterine 
endocrine influences during pregnancy but conclude that most of these cases first 
evidence these changes rather in the prepuberty or puberty stages. 

CLAIR E. FOLsoMeE. 
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Moricard, R.: The Artificial Development of the Human Genital Apparatus, 
Dosage of Oestradiol Benzoate, Testosterone Esters and the Gonadotrophins, 
Ann. d’endocrinol. 1: 107, 1939. 


The author feels that a more common standard of dosage of the hormones 
should be developed. We speak of milligrams of adrenalin and thyroxin, but one 
milligram of estradiol is equivalent to 10,000 mouse units, whereas 1 mg. of pro- 
gesterone is termed one progesterone physiologic unit. This makes for confusion, 
We might better accept 1 mg. as dosage unit for sexual hormonal therapy. 

In order to obtain an artificial menstruation in ovariectomized women 20 to 30 
mg. of estradiol are sufficient. To induce development of the penis in a patient with 
the adiposogenital syndrome, it is necessary to use 100 to 200 mg. of the testos- 
terone ester. One can produce follicular development in the human ovary by using 
several milligrams of the gonadotrophie serum. 

The author has induced a follicular development by means of gonadotrophie 
hormone in ovarian vulvar grafts. This is well illustrated in two photographs. 

CLAIR E, FOLSOME. 


Cordier, Devos, and Gineste: The Endocrine Activity of the Ovary Before 
Puberty, Compt. rend. de 8me Congres. frane. de gynée. 30: 59, 1939. 


The existence of an internal secretion of the ovary before puberty is proved 
by four facts: (1) Before puberty, there may be found the gonadotropiec hormone 
A and estrin; (2) the secondary sex characters which undoubtedly depend upon 
the secretion of estrin are clearly perceptible from the beginning of extrauterine 
life; (3) recent experimental embryologic studies have demonstrated that not 
only the secondary sex characteristics but also the sex of the gonads depend on 
the secretion of the gonads, either testosterone or estrin as the case may be. 
Since the sex of the individual is determined early in life, a secretion must 
be present at this time; (4) histologic examination of immature ovaries shows 
that there are numerous elements which are capable of exercising an endocrine 
function. 

It appears, therefore, that the immature ovary exercises an endocrine function 
but of the two hormones which are secreted after puberty only one, estrin, is 
secreted before puberty. 

Estrin before puberty not only determines the sex of the individual and is 
responsible for the development of the secondary sex characters but also has 
an inhibitory effect on other glands of internal secretion, particularly the anterior 
pituitary, the thyroid, the thymus, and the adrenals. 

J. P. GREENHILL. 


Hirtz, G.: The Uterus From the Endocrine Point of View, Rev. frang. de gynée. 
et d’obst. 33: 860, 1938. 


In the experiments performed by Hirtz on rabbits, hysterectomy prevented the 
development of corpora lutea. On the other hand, if repeated injections of uterine 
extracts were given after hysterectomy, corpora lutea did appear. Hence, in the 
rabbit the uterus is necessary for the development of corpora lutea. 

Furthermore, experiments showed that hysterectomy in rabbits does not influence 
the general condition of the animals, their thyroids, suprarenals, or mammary 
glands. 

The extracts of uterus used by the author were prepared from both the myometrium 
and the endometrium of nonpregnant cows. These extracts failed to reveal the 
presence of estrin or gonadotropic hormone, hence the effect they produce on the 
corpora lutea is a property of their own tissue. 

Clinically there is ample evidence that the uterus has an internal secretion, hence 
the author favors conservation of the uterus and the ovaries whenever possible. If 
the uterus or the ovaries must be removed, the organ which is excised must be re- 
placed by grafts or extracts. If both uterus and ovaries are taken out, grafts of 
both the uterus or ovaries must be made or extracts of both organs administered. 
J. P. GREENHILL. 
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Krane: Hormone Metabolism After Removal of the Uterus, Zentralbl. f. Gynak. 

63: 457, 1939. 

Krane devised a method of measuring estrin quantitatively. He found that 
after removal of the uterus during the reproductive years there was no increase 
in the output of prolan, which is a sign of deterioration of the ovaries. On the 
other hand, estrin secretion continues for many years afterwards. The author 
found estrin even six years after hysterectomy, and there were cyclic variations 
in the amounts of estrin present. Hence, the ovaries retain their function after 
extirpation of the uterus. 

J. P. GREENHILL. 


Baidin, Alexander: Ovarian Function Following Hysterectomy, Arch. f. Gynik. 

168: 191, 1939. 

The author removed the uterus in a series of experimental animals; i.e., white 
mice, white rats, rabbits, cats, and dogs. He examined the ovaries ten months 
to eight years following such uterine extirpation. He found that there was a 
definite decrease in the number of active and functioning follicles in the ovaries 
within one year following hysterectomy. In spite of this decrease and in spite 
of some minor anatomic changes which were found in such ovaries, it could be 
clearly demonstrated that the ovaries continued to function within normal range. 
Estrin production does not stop following extirpation of the uterus but continues 
for many years. The author in his conclusion therefore agrees with Sellheim 
in his statement that ‘‘incident to a hysterectomy the ovaries must be preserved 
and left in situ whenever possible. ’’ 

RALPH A. REIS. 


Clauberg, C.: When Is One Ovary Better Than Two? Zentralbl. f. Gynak. 62: 
969, 1938. 


Schmid-Burgk, L.: Unilateral Ovariectomy and the Climacterium, Zentralbl. f. 
Gynik. 62: 982, 1938. 


These two reports appear together and, since they deal with a similar problem, 
may be reviewed together. Under the peculiar title, Clauberg reports experiments 
aimed at determining the value of an ovary without its tube in terms of the 
function of reproduction. Schmid-Burgk follows with a study of the effects of 
unilateral ovariectomy in the human being in terms of the postoperative adequacy 
of function and of the persistence of this function. 

Using mature rabbits in unusually small numbers, Clauberg removed one tube, 
the tube on one side and the ovary on the other, tube and ovary on the same 
side and finally, resected portions of both ovaries. After four weeks for recovery, 
the animals were placed with males and, two weeks later, again operated upon. 

Where one tube was removed, corpora lutea were found in both ovaries. No 
pregnancies were found in the horn without a tube. In the intact horn the 
number of pregnancies normally found in the species in one horn, or half of the 
normal litter were present. The ovary left on the operated side, then, was of 
no value in reproduction. 

Where an ovary on one and a tube on the other side had been removed, exces- 
sive numbers of corpora lutea were found in the enlarged ovary. In two of the 
animals no pregnancies were present and in the third, seven fetuses were found 
in the horn with the intact tube. External migration is most unusual in the 
rabbit. Under any circumstances, the one ovary here may be said to have had a 
very questionable reproductive value. 

Where an ovary or an ovary and a tube on one side were removed, interesting 
results were obtained. The remaining ovary enlarged and showed excessive 
numbers of corpora lutea. No pregnancies oecurred in either group on the side 
where the ovary was removed. On the intact side the number of pregnancies 
approximated that of the total on two sides, characteristic of the intact animal 
of this species. The remaining ovary had taken on the reproductive funetion 


of both. 
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When one-half of each ovary was resected, no pregnancies occurred. Corpora 
lutea were present in smaller numbers than usual and in some cases one remnant 
was resorbed, in others, atretic follicle-like change occurred throughout the ovary, 
Further work is to be done in this group. 


The obvious conclusion is that in the rabbit, when one tube is removed, ovarian 
function in terms of reproduction is improved by removal of the associated ovary. 
Clauberg has not controlled the factor of duration of this double function by one 
ovary, nor is ovarian function considered in its other effects. 

Schmid-Burgk has attempted to study the effects of unilateral oophorectomy in 
terms of the manifestations of ovarian function other than reproduction. Part of this 
work has already been published by Caffier (1937). The questionnaire method 
was used. From 519 women who had had unilateral oophorectomy, 174 usable 
answers were obtained. Of them 70 per cent showed some menstrual irregularity 
after operation. A large number of patients (61) complained of vague post- 
operative complaints (headache, backache, abdominal pain, vomiting, etc.). These 
made up a large part of the group which also reported menstrual disturbances and 
vice versa. 

Twenty-two patients complained of postoperative subjective disturbances of the 
breasts, 23 of excessive weight increase, and 10 patients complained of symptoms 
resembling those of the menopause. Some evidence is presented to suggest that 
many of the patients underwent menopause but the average age for German women 
is the only standard used for comparison. The author concludes that unilateral 
oophorectomy seriously decreases the nonreproductive efficiency of the ovarian fune- 
tion in the human being. 

(This latter article is not convincing because of the complete lack of control. 
Only one-third of the total operated patients is available for study. The question- 
naire method is open to serious error. 

The use of subjective criteria alone may be criticized. No consideration is 
given to the disease process requiring oophorectomy. The expected incidence of the 
complaints used in the nonoperated group of this particular clientele would be 
valuable for comparison. Reviewer.) 

J. L. McKELvey. 


Binder, A.: Experimental Studies of the Effect of the Follicle Hormone on the 
Uterine Tube, Arch. f. Gyvnik. 168: 545, 1939. 


The eyclic changes of the tubal mucosa are described and shown to be the re- 
sult of direct stimulation by the follicle hormone and the corpus luteum hormone. 
Animal experiments are cited to prove that estrin caused increased tubal contrac- 
tions in direct proportion to dosage used. Tubal contractions should therefore 
be most marked at the height of estrin stimulation. Such a mechanism insures 
maximal motility for the mature ovum and increases the opportunity of the 
latter to be transported to the uterine cavity after fertilization takes place. 

RALPH A, REIS. 


Cramer, W., and Horning, E. S.: Hormonal Relation Between the Ovary and the 
Adrenal Gland, Lancet 1: 192, 1939. 


From experiments on mice, the authors come to the conclusion that the effects 
of the estrogenic ovarian hormone and adrenalectomy are opposed. They believe 
that the hormonal functions of the adrenal gland act synergically with the estrogenic 
hormone. As a result, the effects of the estrogenic hormone are diminished or 
arrested when the adrenals are absent. Adrenalectomy is followed by changes in 
the thymus, the pituitary, and the mamma which are the reverse of those produced 
by estrinization. Preliminary estrinization of the mouse increases its chance of 
surviving adrenalectomy. 

In the absence of accessory adrenal cortical tissue, adrenalectomy diminishes or 
prevents the arrest of growth and loss of weight, the atrophy of the thymus and 
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the testis, the changes in the anterior lobe of the pituitary, and the hyperplasia and 
secretory activity of the mamma produced by estrinization. The result is the same as 
that produced by a continuous supply of thyrotropic hormone of the anterior lobe 
of the pituitary. 

In 3 of 5 adrenalectomized male mice of a strain which regularly develops 
mammary carcinoma after estrinization, carcinoma did not develop. In the other 
two its development was delayed. 

CARL P, HUBER. 


Shapiro, B. G.: Control of Urinary Secretion by the Anterior Pituitary, Lancet 
2: 1457, 1938. 


Investigation of the part played by the anterior pituitary in the control of 
urinary secretion was carried out by the administration of estrin in order to de- 
press the pituitary activity and by the administration of anterior lobe extracts. 


Doses of 10 mg. of estradiol benzoate given to 16 patients for five or more 
days resulted in a significant decrease in urine output in 12. Subsequently an in- 
creased output was recorded which was greater than could be accounted for due to 
stored fluid. In 2 patients with diabetes insipidus a decrease in output was pro- 
duced. 


Pregnancy urine extracts had no effect on the urine output. Antuitrin and 
antuitrin-G (Parke, Davis & Co.) both resulted in varying degrees of increased 
output, reaching as high as 280 per cent of the preinjection level on one occasion. 

The author suggests that the polyuria of Cushing’s syndrome may be a 
manifestation of anterior pituitary hyperactivity. He feels that experimentally 
he has corroborated the pathologic findings of von Hann that the presence of 
functioning anterior lobe tissue is necessary for the production of diabetes 
insipidus. 

CarL P. HUBER. 


Effkemann and Mueller-Jaeger: Anterior Pituitary Lobe Insufficiency Following 
Severe Post Partum Hemorrhage, Arch. f. Gynak. 168: 867, 1939. 


The author followed up 86 women who had suffered severe post-partum hemor- 
rhage seven to ten years previously. This was done to determine the accuracy 
of recent reports which claim that such post-partum hemorrhage leads to anterior 
pituitary ischemia and necrosis, resulting in slowly developing endocrinopathies. 
The group studied showed a high incidence of subsequent genital atrophy with 
hypomenorrhea, sterility, and adiposity. Such findings can be linked definitely 
to the post-partum hemorrhage. These women also showed deficiency of lactation 
and anomalies of menstruation. The authors believe that such findings prove 
that post-partum hemorrhage is frequent in endocrinopathies rather than 
that endocrinopathies result from post-partum hemorrhage. In other words, pathology 
of the pituitary gland predisposes to post-partum hemorrhage. 

RALPH A, REIS. 


Gumbrecht, Keller and Loeser: The Effect of Roentgen Irradiation on the 
Anterior Lobe of the Pituitary Gland, Klin. Wehnschr. 17: 801, 1938. 


The authors investigated the effect of roentgen irradiation on the anterior lobe 
of the pituitary gland of various laboratory animals, such as white mice, rats, and 
rabbits. They were unable to produce any type of structural change even when 
the animals were subjected to intensive irradiation. Unilateral irradiation of 
the hypophysis produced no changes in the quantity of thyrotropic or gonadotropie 
hormone. When both normal and castrated animals were subjected to repeated 
irradiation of the entire skull, a fatal cachexia was produced in each instance. 
This was probably due to a failure to secrete both the thyrotropic and gonado- 
tropic hormones although no structural changes could be found. 


RALPH A. REIS. 


———— 
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Vignes, H.: Ovarian Rheumatism, Rev. franc. d. gynéc. et d’obst. 34: 401, 1939, 





In the opinion of Vignes, ovarian rheumatism is a distinet entity which occurs 
chiefly at the menopause but may also appear in women who are menstruating 
regularly, but who have ovarian disturbances. The rheumatism manifests itself 
principally in the knees and fingers and the lesions are frequently symmetrical. 
The onset of this form of rheumatism is insidious and in the advanced stages 
deformities set in. In many cases, the women are obese, and in some there is a 
congenital articular laxity which predisposes to subluxations. Many women have 
varicose veins. A large proportion of them have vasomotor disturbances and also 
hypertension without renal disease. Frequently thyroid deficiency with a low 
basal metabolic rate is present. On x-ray examination there is found evidence 
of local decalcification, osteolysis and rearrangement of calcium mobilization. 

The treatment of ovarian rheumatism consists chiefly of the administration of 
ovarian preparations. This must begin early in the disease and continue for a 
long time. In addition to this therapy the patient should be given calcium, 
vitamin D, and phosphate preparations. In many cases orthopedic treatment must 
be carried out and in others, weight must be reduced. 

J. P. GREENHILL. 


Shute, Evan: Vaginitis and Vulvitis Associated With an Excess of Estrogen in 
the Blood, J. A. M. A. 110: 889, 1938. 


Four cases are described showing a high content of estrogenic substance in the 
blood many years after the onset of the menopause. They were treated with 
large doses of bulk, cold-pressed, wheat germ oil, starting with 12 drachms on 
the first day, followed by 1 drachm or more each day. The response was good. 
Estrogen preparations appeared to aggravate the condition. 

GROVER LIESE. 


Nelson, Warren O.: Atypical Uterine Growths Produced by Prolonged Adminis- 
tration of Estrogenic Hormones, Endocrinology 24: 50, 1939. 


The administration of estrogenic hormone preparations to 88 normal or spayed 
female guinea pigs has resulted in the regular occurrence of cystic glandular 
hyperplasia of the uterine cornua. In animals treated for several months, this 
condition is extended to the fundus. Such animals also show a marked adenoma- 
tous hyperplasia of the fundic endometrium. At the bases and tips of the hyper- 
plastic glands, the epithelial cells become metaplastic. This condition of meta- 
plasia is most marked in the cervical region where downgrowths from the 
epithelium penetrate the submucosa and show pronounced keratinization and 
pearl formation. 

The uteri of 15 animals have shown multiple subperitoneal fibromyomatous 
growths. All animals bearing these tumors have shown periods of spontaneous 
vaginal bleeding. These periods have been induced in 5 animals by the with- 
drawal of treatment. 

J. THORNWELL WITHERSPOON. 


Lipschutz, A., and Vargas, L.: Experimental Tumorigenesis With Subcutaneous 
Tablets of Estradiol, Lancet 1: 1313, 1939. 


The authors report a series of experiments with guinea pigs in which uterine 
and extrauterine tumors were produced by administration of estrogenic sub- 
stances. Fibromas, myomas, and fibromyomas can be produced in nearly 100 per 
cent of the test animals. The uterine tumors are usually subserous but may be 
intramural and are rarely submucous. The extrauterine tumors are found most 
frequently in the mesometrium and mesosalpinx but may be on the abdominal 
wall, liver, spleen, or other abdominal organs. In earlier attempts these tumors 
were produced in castrated guinea pigs following the injection of estradiol, 
estrone, various esters, and stilbestrol. For example, 80 mg. of estradiol benzoate 
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injected subcutaneously three times weekly for two to three months rarely failed 
to produce tumors. The authors now show that by introducing tablets of estradiol 
under the skin to insure continuous absorption of the hormone, tumors may be 
produced in as short a period as 2.5 to 3 weeks and are almost constantly pro- 
duced by seven weeks. They used 20 and 50 mg. tablets and with both sizes an 
average of 4 mg. was absorbed per month. The tumors in all instances regressed 
following discontinuation of therapy, so that the authors suggest the term 
‘‘tumorigenic’’ to describe the effect of the estrogenic substance. No malignant 
tumors were produced. 
Cart P. Huser. 


Lipshutz, A., Murillo, R., and Vargas, L.: Antitumorigenic Action of Pro- 
gesterone, Lancet 2: 420, 1939. 


These workers have previously reported the production of fibromyomas, both 
uterine and abdominal, in the experimental animal with various estrogenic 
substances. They now report the inhibition of the phenomenon by the coincident 
injection of progesterone. 

Five castrated guinea pigs were treated three times weekly with 80 mg. 
estradiol given subcutaneously in oil. Two were treated for forty-seven days 
and three for ninety days. All revealed uterine or extrauterine tumors at 
autopsy. A second group of five guinea pigs received the same treatment with 
estrogenic substance, but after the first thirty days were given 12 mg. of pro- 
gesterone in oil three times weekly. Only one of this group developed a tumor. 

While recognizing that this is a small series, the authors feel that it strongly 
suggests an antitumorigenic action of progesterone. The quantity of progesterone 
necessary to suppress completely the effect of the estrogenic substance is more 
than 150 times greater than the latter. They feel that their results support the 
hypothesis that the development of uterine fibromyomas in women is due to an 
imbalance between follicular and luteal hormones and that progesterone may 
prove useful as a therapeutic agent against fibromyomas. 

CARL P. HUBER. 


Hain, A. M., and Robertson, Edwin M.: Pregnandiol Excretion in the Menstrual 
Cycle, Brit. M. J. 1: 1226, 1939. 


The authors make use of the fact, that the excretion of pregnandiol is directly 
related to corpus luteum hormone secretion in the body in a study of five patients 
suffering from sterility. In addition to the pregnandiol determinations, histologic 
examination of endometrial scrapings was made, the two being done independently 
and without knowledge of the findings obtained or information as to the stage 
of the cycle. All but one of the patients was followed through 2 menstrual 
cycles. At only one time in one case was there any divergence between the 
histologic and excretion findings, a definite correlation being present elsewhere. 
No pregnandiol was excreted during the early or the proliferative phase of the 
cycle, and pregnandiol excretion was found in all patients having a secretory 
endometrium. On the basis of the normal figures for pregnandiol excretion as 
determined by Venning and Brown, the authors attempted to estimate the 
normality of ovarian function. The correlation of the histologic and excretory 
findings is further confirmatory evidence that there is a direct relationship be- 
tween pregnandiol excretion and corpus luteum hormone secretion in the body. 


FRED L. ADAIR AND JOHN NEWDORP. 


Anker, H.: Menstrual Disturbances Treated With Estrin, Acta obst. et gynec. 
Seandinav. 19: 9, 1939. 


The author employed large amounts of estrin in seven cases of menorrhagia 
including six of the juvenile type. In two cases following this therapy, the 
menses were normal in amount and frequency. In three additional cases, the 
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amount of bleeding decreased but the menses were not regular. In these eases 
there was a long period of amenorrhea before the menses reappeared. In two 
cases the menorrhagia persisted in spite of the treatment with estrin. 

In three of the juvenile cases, curettement revealed glandular hyperplasia, 
This condition the author believes is due to persistent action of the corpus luteum 
hormone and not to an insufficiency of this hormone as is generally believed, 
Hence, he maintains this condition should be treated with estrin and not with 
progestin. 

The author also used estrin with or without corpus luteum in 5 patients with 
secondary amenorrhea and oligomenorrhea and observed cures in 3 patients and 
improvement in the other 2 patients. Bleeding occurred in patients during or 
immediately after the treatment ceased. 

J. P. GREENHILL, 


Saulnier, F.: Therapeutic Use of Progesterone and Its Cytologic Effect on the 
Uterine Mucosa, Bull. Soc. d’obst. et de gynéc. 28: 148, 1939. 


After the administration of 10 to 20 mg. of testosterone, the author failed 
to observe the appearance of glycogen in the uterine mucosa of oophorectomized 
women. In three women with functional menorrhagia, progesterone brought about 
a cessation of the bleeding. In two cases of amenorrhea, this hormone produced 
a reappearance of normal menses, contrary to the common belief concerning the 
effect of progesterone. In two cases of repeated spontaneous abortion, the corpus 
luteum hormone prevented interruption of the gestation. In some cases the dose 
used was very high, as for example in one case of threatened abortion in which 
92 mg. was used. 

J. P. GREENHILL. 


Zondek, B., and Rozin, S.: Uterine Hemorrhage Induced by Oral Administration 
of Pregneninonol, Lancet 1: 504, 1939. 


Zondek. and Rozin have previously reported the effectiveness of progesterone 
in initiating uterine hemorrhage during the intermenstrual stage in normally 
menstruating women by intramuscular injection of 10 mg. of progesterone daily 
for five days, beginning shortly after menstruation. They have also reported 
its effectiveness in secondary amenorrhea without preliminary estrogenic therapy. 
Progesterone therapy is a failure in primary amenorrhea. It is not effective by 
mouth. The authors report similar results in a normally menstruating woman and 
in a patient with secondary amenorrhea, following the oral use of pregneninonol 
in a total dose of 300 mg. given in 5 daily doses. This synthetic substance is 
then apparently active by mouth in dosages approximately 6 times greater than 
the effective dose of progesterone intramuscularly. The effective dosage of 
estrogenic hormone by mouth is 5 times greater than that by parenteral adminis- 
tration. 

CaRL P. HuBER. 


Fluhmann, C. H.: Endocrine Theories of Dysmenorrhea, Endocrinology 23: 393, 
1938. 


A series of 85 tests for estrogenic substances in the blood was conducted on 19 
patients with primary dysmenorrhea. In 18 instances the results failed to show 
any variation from the normal. There are serious objections to accepting any of 
the theories which seek to explain the cause of primary dysmenorrhea solely as a 
deficiency or excess of either estrogen or progestin. 

J. THORNWELL WITHERSPOON. 


Murless, B. C.: Effect of Follicular Hormone on Menopausal Flushes, Lancet 1: 
1205, 1939. 


A series of 51 patients with menopausal flushes, developing following radiation, 
were treated with small doses of estradiol by mouth. Therapy was begun eight 
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to twelve weeks after radiation. The dosages used were 0.1 mg. estradiol daily 
for two weeks, increased at that time if indicated to 0.15 or 0.2 mg. daily for 
four weeks when a gradual decrease to 0.05 mg. daily was begun. Every fifth 
patient was given pure lactose tablets similarly dispensed. The effect of the 
treatment was estimated by change in the severity and duration of flushes and by 
a written record of the number of flushes per twenty-four hours. In none of the 
controls was the number of flushes decreased, although some patients reported less 
severe flushes. In the other group, 11 were completely cured. In only 5 patients 
was there no reduction in the number of flushes and in the remainder there was 
definite improvement. Dosages were purposely kept low in an attempt to demon- 
strate the effectiveness of therapy at reasonable cost and without hyperdermic 


treatment. CARL P. HvuBEr. 


Bishop, P. M. F.: A Clinical Experiment in Oestrin Therapy, Brit. M. J. 1: 939, 
1938. 


Because estrin has such a well-established place as a therapeutic agent, an 
experiment on a 20-year-old human female castrate was done to determine the 
most effective mode of administration. Results were judged on how well meno- 
pausal subjective symptoms were controlled and also on the production of ‘‘estrin 
threshold bleeding.’’ This term refers to the intermittent bleeding occurring 
during the period of estrin administration. 

Giving estrin by mouth in quite small doses was effective in controlling symp- 
toms. The level of estrin threshold bleeding was found to be between 5,000 and 
6,000 I. U. by injection and 25,000 to 30,000 I. U. by mouth. This suggested a 
peroral-intramuscular ratio of 5:1. 

A 14 mg. tablet of crystalline estrone was implanted subcutaneously and was 
effective in controlling symptoms for four or five weeks. 


F. L. ADAIR AND JOHN A. HAUGEN. 


Sakanouje, K.: Experimental Investigation of the Percutaneous Absorption of 
Estrin, Jap. J. Obst. & Gynee. 22: 2, 1939. 


The author studied the urine of three women to determine the effect of rubbing 
estrin into the skin. Two of the women were in the reproductive period but 
had a subnormal amount of estrin in the urine and one woman had passed the 
menopause. The urine from the latter patient had failed to reveal any estrin. 
In each case three analyses of the urine were made and in each instance the ex- 
aminations were made over a period of three days. In two cases the author found 
a distinct increase in the excretion of estrin after this substance had been rubbed 
into the skin. Hence, he concludes that in human beings, as well as in animals, 
estrin is absorbed through the skin. 

J. P. GREENHILL. 


Eanesly and Parkes: Further Experiments on the Administration of Hormones 
by the Subcutaneous Implantation of Tablets, Lancet 2: 606, 1938. 


The effectiveness of crystalline gonadal hormones when administered by sub- 
cutaneous implantation of the solid tablets of the pure substance is reported. In 
the rat, estradiol is absorbed nearly twice as fast as estrone, while testosterone 
is absorbed much faster than estrone and somewhat faster than testosterone 
propionate. Using tablets up to 100 mg. in size, the following rates of absorption 
per month are given: estrone, 2.5 to 10 per cent; testosterone propionate, 15 
per cent; and testosterone, 25 per cent. 

In order to increase the dosage, the size of the tablet is not increased but 
multiple implantation of small tablets is suggested. It is econeluded that the 
technique is particularly useful where a long continued steady effect is re- 
quired, as, in the depression of the gonad-stimulating and growth-promoting ac- 
tivity of the pituitary by the estrogens, and in the masculinization of the female 


by the androgens. CarRL P. Huser. 

















Item 


American Board of Obstetrics and Gynecology 


The general oral and pathological examinations (Part II) for all candidates 
(Groups A and B) will be conducted at Atlantic City, N. J., from Friday, June 7, 
through Monday, June 10, 1940, prior to the opening of the annual meeting of the 
American Medical Association in New York City on Wednesday, June 12, 1940, 
Formal notice of the exact time and place of the examination will be forwarded 
to each candidate several weeks in advance of the examination dates. Group A 
candidates will be examined on June 7 and 8, and Group B candidates on June 9 
and 10. 

Candidates for reexamination in Part II must make written application to the 
Secretary’s Office before April 15. 

The annual dinner of the Board will be held in New York City on Wednesday 
evening, June 12, 1940, at the Hotel McAlpin. Diplomates certified at the pre- 
ceding days’ examinations will be introduced personally, and there will be several 
speakers. All Diplomates of the Board, and others interested in the work of the 
Board, are cordially invited to attend this dinner. Tickets at $5.50 each may be 
obtained from Dr. Joseph L. Baer, chairman, 104 S. Michigan Avenue, Chicago, 
Illinois, or at the registration desk during the examinations. 

For further information and application blanks, address Dr. Paul Titus, Secretary, 
1015 Highland Building, Pittsburgh (6), Pennsylvania. 





Books Received 


SEXUAL PATHOLOGY. By Magnus Hirschfeld, M.D. Authorized Translation 
by Jerome Gibbs. Originally published in three volumes. 368 pages. Emerson 
Books, Inc. New York, 1940. 


COMBINED TEXTBOOK OF OBSTETRICS AND GYNECOLOGY. Revised 
and re-written by J. M. Munro Kerr, R. W. Johnstone, James Hendry, Dugald 
Baird, James Young, Donald McIntyre, E. Chalmers Fahmy, with additional con- 
tributions by Charles MeNeil and G. Jackson Wilson. Third edition, 1,192 pages 
with 499 illustrations and numerous x-ray plates. Williams and Wilkins Com- 
pany, Baltimore, 1939. 





Erratum 


Pituitrin in Hemorrhage 


In the summary of the papers on Pregnancy Hemorrhage in the March, 1940, issue, 
page 538, paragraph 4, the sentence “These speakers seem agreed that obstetric 
pituitary at the end of the first stage is helpful,” should read, naturally, “at the end 
of the second stage.” 


918 











